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Ladies and gentlemen,—-Permit me to express 
my grateful thanks to you for the honour you have 
done me in asking me to preside over the delibera- 
tions of the Obstetric and Gynecological section 
of this Conference. I can assure you that it was 
with some hesitation that I accepted your invita- 
tion, because I felt that the choice might have 
fallen on worthier shoulders. However as I knew 
that your invitation was in reality a compliment 
extended to the School of Obstetrics in Madras 
and not a personal compliment, I had no option 
but to obey the call when it came. 


Your great City has always been in the van- 
guard of progress and particularly in affairs con- 
cerning our profession it has been a matter of great 
gratification to all of us that Bombay has given 
the lead and the correct lead in regard to the future 
of the medical profession. I venture to express 
the hope that this Conference that you have orga- 
nised, with so much of elaborate care, will prove 
equally fruitful in its results and that we shall 
congratulate ourselves at the end of the meeting 
not only on a very successful session but on some 
positive steps taken for the future of Obstetrics 
and Gynecology. 


At the present time, you are no doubt aware 
that in almost all civilised countries, a great deal 
of attention is being paid by the profession and the 
general public to problems pertaining to Maternity 
and Child Welfare. It is no exaggeration to say 


that the public conscience has beer roused in this 
direction as it has never been roused before, and 
as a consequence thereof, the Governments of the 
countries have been forced to take prompt measures 
to bring home the invaluable gifts of modern 
midwifery to the public at large. It is unfortu- 
nate that despite all the great advances that have 
taken place in the field of surgery and medicine, 
their applied results in the domain of obstetrics 
have not yielded such gratifying fruits as one 
might have hoped. It is painful to realise that the 
maternal mortality figures have been stationary 
in many of the countries within the past three 
decades, despite the great advance in our knowledge 
of sepsis and improvements in the technique of 
obstetric work in general. It is the realisation 
of this fact that led to the appointment of a Depart- 
mental Committee by the Ministry of Health in 
Great Britain in 1929, whose interesting report 
was published last year. It is again this factor 
that led to the calling in of the Whitehouse Con- 
ference in the United States of America by Presi- 
dent Hoover in 1931 and the interesting reports 
of this conference presented at the close of that 
year are certainly well worth perusal. It would 
thus be seen that the need for inquiry into the 
conditions pertaining to maternal mortality, has 
been very generally recognised, and most countries 
have taken steps to appoint committees of inquiry 
and to launch on schemes of investigation from 
time to time. One looks in vain to the several 
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provinces of India to find reports of previous in- 
vestigations in this direction and so far as intensive 
investigation of the causes in any particular city 
is concerned, I am afraid that there are few in- 
stances indeed of such an investigation having 
been carried out. The most recent of such investi- 
gations was the one that was carried out by the 
Corporation of Madras and it was my privilege 
to submit a report to the Government of the pro- 
vince based on the investigation of the maternal 
deaths that occurred during a twelve-month period 
in that city. This report has been of some use in 
giving us an accurate idea of the causes of maternal 
mortality and in making us realise the defects, such 
as they may be, in the working of maternal and 
child welfare schemes in the city. I venture to 
believe that a similar investigation carried on in 
other large cities and over wide areas would be 
equally fruitful of good results and that this is one 
of the directions in which it ought to be possible 
for the authorities concerned to take early steps 
with a view to adopt such measures as may be 
necessary for lessening the heavy incidence of 
maternal mortality. It is no compliment to this 
country that the maternal mortality rate in big 
cities and in provinces is 3 to 4 times as heavy as 
it is in most of the civilised countries in the world. 
There are no doubt certain factors incidental to a 
tropical climate but after all such accidental 
factors have been taken into account, the fact 


remains that the majority of the maternal deaths | 


are of a preventable nature and ought to be pre- 
vented. Few people will dispute the fact that 
midwifery to-day is the key-stone in a nation’s 
progress. The future of the childhood of the 
nation depends upen an efficient midwifery ser- 
vice ; the future of the womanhood of the nation 
depends even in  an_ increasing Measure 
on a_ well-conducted maternity scheme. I 
believe that it should be our privilege, as it 
is our duty, not merely to acquaint curselves 
with all the facts connected with the incidence of 
maternal mortality but to weigh these facts, to 
assess them, and to come to a sound judgment as 
to the reasons that lead to this heavy incidence of 
maternal mortality and the steps that ought 
to be taken to lower such mortality. I do net 
feel that I shall be exaggerating when I say that 
while the maternal mortality in Denmark and 
Norway is about less than 8 per mille, in Madras 
it is over 16 per mille ; and perhaps in many of the 
cities of India, the incidence is not less. The ease 


with which it was possible to organise a maternity 
service in cities like Madras and Bombay, the readi- 
ness with which the public avail themselves of the 
facilities afforded by such maternity service, 
makes one realise that if only proper organisation 
and efficient maternity service were available, the 
Indian public, as the public in any other country, 
will not lag behind in accepting such service and 
appreciating the utility of such service. Perhaps 
one aspect of the problem requires to be emphasised. 
When we speak of a large number of maternal 
deaths being preventable, we mean it in a slightly 
different sense from what may be understood by 
preventable diseases, usually so called in public 
health reports. The difference needs some em- 
phasis. Many of the infectious diseases are prevent- 
able in the sense that large measures calculated to 
improve the sanitary surroundings and perhaps to 
deal with the problem as a_ problem of 
the community, may help on reducing the incidence 
of such infectious diseases ; in regard to maternal 
mortality, it is individual attention that is re- 
quired for every single person. The personal 
factor has therefore to be emphasised and from 
that point of view, the problem of the prevention 
of maternal mortality is different from the preven- 
tion of mortality due to many other diseases. It 
follows therefore that in the prevention of mater- 
nal mortality, the public health officer by himself, 
would not be in a position to do all that is required 
if very active co-operation of the practitioners is 
not available. This point has been well elaborated 
in the Report of the Chief Medical Officer of the 
Ministry of Health, Great Britain, for the year 
1931. Sir George Newman, discussing the prob- 
lem of maternal mortality and referring to the re- 
port of the special committee for investigating 
into the causes of maternal mortality, states :— 
“The ov®,tanding result of the Committee’s labours 
is to demonstrate beyond all doubt, that the crucial 
and pressing necessity for the solution of this problem 
is not more elaborate administration, nor even great 
expenditure. but sound midwifery. Where that is 
available, be tho organisation ever so simple, the 
mortality falls at once. The provision of an elaborate 
national scheme, and a complex and comprehensive 
organization, is of no avail and of no security, unless 
there be compet2nt professional assistance available 
during pregnancy. at the bedside, at the moment of 
delivery and afterwards during the puerperium: in a 
word, antenatal, natal and postnatal supervision. That 
‘‘error of judgement” should occur in 40 out of 100 
preventable deaths, is a formidable and an impressive 
discovery. No administrative scheme can, of itself, 
change thrt. That can only be changed by improved 
midwifery and greater care and'skill at the bedside. 


Not only is this the deliberate and considered opinion 
of the Committee, but it is within the knowledge of 
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every competent and experienced obstetrician. More- 
over, the actual facts which force their attention upon 
us. confirm this view. There is no possible escape 
from them. What is being achieved in certain groups 
of cases, can be achieved in others. Where there is, 


(a) adequate antenatal supervision, 


(5) skilled midwifery and proper attention to 
detail at the beside, 


(ec) vigilant postnatal care, and 


(d) hospital treatment, when necessary, 
the mortality is a quarter of the national 
overage 


These words deserve to be emphasised and 
seriously considered by all those interested in any 
scheme calculated to lower the maternal mortality. 
There is a tendency in certain quarters to believe 
that when once antenatal clinics are established, 
maternity homes are opened, midwives are enter- 
tained and some sort of maternity service is estab- 
lished in the area concerned, there will immediately 
be a fall in maternal mortality ; on the other hand, 
if one were to venture to make a submission, —pes- 
ismistic as it may appear at first sight, there isa 
danger in rushing through schemes of this nature 
without the proper personnel and the trained 
staff, and without proper safeguards. It is likely 
to lead to disrepute and produce results far from 
commensurate with the expenditure involved and 
the pains taken. 


This brings me on to the subject of the teach- 
ing of obstetrics—a subject that has doubtless 
attracted the attention of some teachers of ob- 
stetrics in this country. Whatever might have 
been the justification in years gone by for the sug- 
gestion that obstetrics was not taught in this 
country as it ought to be for lack of adequate 
facilities, I think it will be conceded by even the 
most persistent critic, that today it can well be 
claimed that the teaching of obstetrics has improved 
to such an extent that maternity institutions 
in this country not only compare favourably with 
similar institutions in many other countries, 
but they are decidedly giving a lead in regard to 
the teaching of obstetrics. Still, I believe there 
is room for advance as there ought to be in a science 
so Vast in its extent and growing so rapidly as the 
science of obstetrics. Those of you who have 
been following the literature on the subject of the 
teaching of obstetrics would realise that other 
countries are by no means satisfied with the stand- 
ards that have been adopted. I would in this 
connection invite your attention to the Lloyd 
Roberts Lectures delivered by Mr. Comyns Ber- 
keley in 1929. A perusal of that report will con- 
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vince you that the teaching of obstetrics in Great 
Britain and in other countries is by no means 
satisfactory ; in fact, it was to me a matter of sur- 
prise that in some of the schools, so little facilities 
were available to the medical students for the 
witnessing of obstetric operations and for the 
follow-up of the more serious types of cases in 
obstetrics. The large maternity institutions in 
cities like Bombay, Calcutta and Madras, afford 
facilities which are certainly the envy of many 
visitors to this country ; and I have no doubt 
whatsoever that students trained in these insti- 
tutions are in a position to get a much better 
grounding in the essentials of the science than 
those who are allowed to take their training by 
merely visiting a few extern cases, most of them 
normal, and attending didactic lectures. We are 
only now getting the profession to realise and parti- 
cularly those responsible for medical education in 
this country as elsewhere, that obstetrics and 
gynaecology is the third great branch of medicine, 
so essential to the general practitioner that it should 
occupy a place not inferior to that of surgery 
and medicine, both in the interests of the general 
practitioner and of the general public. It cannot 
however be said that these subjects have received 
all the attention that they deserve, and I hope 
it will be possible for you in this conference and 
in subsequent years to give a lead in regard to 
teaching of obstetrics in Indian Universities, so 
that the curricula may be shaped with a view to 
turn out efficient practitioners ground in the 
essentials of obstetrics and gynecology. This 
duty is cast upon you as the most competent 
authority in giving expression to organised opinion 
and I venture to submit that particularly in view 
of the inauguration of the All-India Medical Council 
at a very early date, the need for focussing opinion 
on this great problem is great and urgent. As one 
connected with the teaching of obstetrics for over 
20 years, may I submit that we can yet improve 
the teaching in this line and demand a greater 
amount of attention from the medical student to 
these essential subjects, rather than to the many 
small specialities with which the medical curri- 
culum is unfortunately overloaded today. I hold 
strongly to the belief that the duty of the teacher 
is not to be misled into an enthusiastic develop- 
ment of the side issues of medicine,surgery or 
obstetrics, but to give the student the fundamentals, 
the firm foundations, on which he can build up, 
with his own knowledge of medicine whatever 
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speciality he may take to later. I shall not go 
into greater details on this subject ; but I think 
you will agree with me that the tendency today 
in most universities, Indian and foreign, is un- 
necessarily to over-burden the medical curriculum 
with the smaller specialities which occasionally 
loom large in the eyes of the specialists and un- 
fortunately are forced into the curriculum of medical 
studies. 


Great as is the need for an improved teaching 
of obstetrics all over, the need for encouraging and 
actively organising post-graduate teaching in 
obstetrics and gynaecology, is, in my humble 
opinion, even greater. Whatever may be the 
training we may give to the medical student, 
the fact must be candidly admitted that unless 
he receives post-graduate training after he has 
passed out, he will not be in a position to take 
seriously to the practice of obstetrics. The differ- 
ence between obstetrics on the one hand, and its 
twin sister sciences, medicine and surgery, is this 
that while a practitioner may be in a position to 
pick and choose his cases, to consult specialists, 
probably to weigh the pros and cons of the case 
with sufficient time at his disposal with a view to 
find out whether he will be able to tackle it or not, 
the practice of obstetrics does not lend itself to 
these convenient methods. A practitioner called 
for a case of midwifery may have to face some of 
the most difficult problems which may well tax 
even an experienced obstetrician. Unfortunately 
very little sympathy will be available from the 
public—less so from the relations of the patient ; 
and if anything goes wrong, the practitioner is 
blamed most severely and perhaps with least 
justification. It is for this reason that a post- 
graduate training in obstetrics is so essential to 
all those who intend practising obstetrics whether 
as a speciality and all by itself, or as a side work in 
a general practitioner’s line. It is with this view 
that the University of Madras recently started a 
Diploma in Gynaecology and Obstetrics which 
demands of the candidates a thorough practical 
training besides such knowledge of the theory as is 
requisite for the correct practice of the art. I 
believe that it will be a good thing if the larger 
maternity institutions all over India were to give 
sufficient scope for post-graduate training. I 
believe also that post-graduate training must be 
much more systematic than it is at present, and 
I hope that we shall be in a position ere long to 
lay down the essentials of what should be an effi- 
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cient post-graduate training in obstetrics and 
gynaecology. 


This leads me on to the need for revision 
courses or special lectures in our speciality. To 
the large number of busy general practitioners, 
there is no gainsaying that these special lectures 
will be of great benefit. The recent advances in 
the field of medicine are so many and so varied 
that it is not possible for even the most studious 
of the general practitioners to follow these various 
lines of progress and to adopt them in their every 
day practice. The specialist also cannot be ob- 
livious of these advances. Today, the advance 
in one field is so easily applicable to other 
fields, that unless opportunities are available 
for such post-graduate lectures, it will be easily 
realised that the strain of keeping upto the mark 
will be a heavy one both on the general practi- 
tioner and the specialist. 


This again leads me on to the need for starting 
associations of obstetricians and gynecologists. 
While there are so many associations of medical 
men in various cities and in different provinces 
which are doing excellent work and which are 
naturally of great help to the practitioners con- 
cerned, I have reason to believe that the time is 
come when in this country, there should be separate 
organisations for obstetricians and gynecologists. 
The intensive discussions that will be rendered 
possible by such associations, the greater amount 
of interest that such associations will infuse into 
obstetricians and gynecologists practising these 
twin arts, and the stimulus that it will give for the 
furtherance of research, is my justification for the 
plea for starting a Provincial Obstetric and Gyneco- 
logical Association in every province in this country, 
Very recently, we in Madras have inaugurated an 
Obstetrical and Gynaecological Society of Southern 
India and I hope and pray that that Association 
will gather in strength and grow as years roll by, 
much to the advantage of the profession and to 
those specialising in this branch of medicine. I 
hope it will be possible for you in this presidency 
with the wealth of talent and material at your 
disposal, to have a permanent provincial organis- 
ation which will render it possible for a more 
effective co-operation on an all-India basis between: 
the different associations in other provinces.) 
May I also venture to express the hope that other 
provinces will follow suit and that ere long we shall 
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have a net-work of provincial associations of ob- 
stetricians and gynecologists, whose deliberations 
will be of the greatest advantage not merely to the 
members of such organisations, but to their 
colleagues in other provinces and in fact to the 
whole profession of obstetricians and gynecologists 
throughout the world. 


And here may I venture to make a special 
appeal to you and to many others that may not be 
present here this afternoon—an appeal which 
I consider is not a day too early. We have in this 
country many excellent journals no doubt, but I 
think the time is come—if it is not already overdue 
—-when we should have a Journal of Obstetrics and 
Gynecology of the Indian Empire, wherein will 
be concentrated the activities of all obstetricians 
and gynecologists throughout the length and brea- 
dth of this country. I need not labour the point 
very much that a journal of that description will 
be productive of a great deal of good in the fur- 
therance of the science of Obstetrics and Gynae- 
cology. Today the specialities demand so much 
by themselves, that it is futile to think that we 
can appeal through a general medical journal 
to those interested in these specialities—much less 
to the general practitioners who may not find it 
so very useful to follow some of the minute details 
of the many controversial topics associated with 
obstetrics and gynecology. Every civilised coun- 
try has got its own journal of obstetrics and gyneco- 
logy. The American Journal of O. & G., the 
Japanese Journal, the Journals in France, Ger- 
many, Spain, Italy and many other countries 
bring home to us the fact that it is really unfor- 
tunate that upto this late day, we in India have 
not thought it desirable to start-a journal of O. 
& G. It is no doubt true that the ‘Journal of 
O. & G. of the British Empire”’ has tried to gather 
the opinion from obstetricians and gynecologists 
in different parts of the Empire ; but I think you 
will agree with me that while we are thankful for 
the generous publication of some communications 
from this country, it is unreasonable to expect 
that articles in great numbers could possibly find 
publication in a journal of that description, where 
space is limited and which has to serve over so 
wide an area. A “Journal of O. & G. for India” 
will be of invaluable help to the junior members 
of the profession in bringing to the notice of their 
colleagues in this country as well as in other 
countries, their rich experiences ; and believing 
as I do, that the younger practitioners have got 
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a greater future before them than some of us who 
are somewhat aged, I venture to express the hope 
that the starting of such a journal will receive the 
enthusiastic support and appreciation . of the 
younger members of our profession. In this con- 
nection, may I state that this particular proposal 
was considered at a meeting of obstetricians and 
gynecologists in Madras and they have asked me 
to express their readiness to do all they can to 
launch such a journal in the coming year. I 
hope erelong to have the opportunity of discussing 
the details of the proposals that I have been asked 
to place before you and I sincerely venture to hope 
that the idea of a journal will appeal to you and 
that we shall be in a position to start a quarterly 
journal of obstetrics and gynecology in the next 
year. 


This brings me on to the subject of research 
in the field of O. & G. I venture to express the 
regret that unfortunately, few facilities have been 
given so far by the authorities concerned to en- 
courage research, particularly clinical research, 
in the field of O. & G. Nowhere is the need for 
research greater, and today wecan safely say that 
research in this country will be productive of an 
immense amount of good to the general public. 
There are many diseases wherein research is 
urgently required. To mention but a few—osteo- 
malacia, which is a disease non-existent in southern 
India, but is so rampant in other parts, is well 
worth a greater amount of attention. The in- 
cidence of eclampsia and its varying mortality 
in the different provinces ; the peculiar factors 
associated with diet, communities and habits 
of the people, do require some closer investigation. 
The subject of the anaemias of pregnancy, on 
which you in Bombay and we in Madras have been 
labouring for some time, should progress much 
more. The incident of contracted pelvis and its 
bearing upon childbirth, on which one of your 
professors, Mr. Disa, has done such good work, 
the need for finding out the causes of frequent 
abortions in certain types of cases, the many 
problems associated with tropical diseases com- 
plicating pregnancy, the incidence of puerperal 
sepsis and the many problems attached thereto, 
the role of vitamins in the causation of certain 
conditions associated with pregnancy and child- 
birth—these and many other problemts are as much 
within the cognisance of the obstetrician in this 
country as elsewhere. And I think we may, with 
emphasis, state that research on these lines is 
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bound to be fruitful. In the Report that I sub- 
mitted to the Corporation of Madras and about 
which I spoke at an earlier part, I have expressed 
myself in strong terms that it is the duty of the 
Government and the Corporation to assist such 
research work by granting a few scholarships to 
brilliant young medical graduates, who will be 
working under some of the clinical teachers and 
by helping with grants-in-aid and affording such 
other help as.may be needed by the various per- 
sons interested in research in these directions. 
Many are the problems that await solution in 
obstetrics and gynecology; and many are the 
peculiar problems of tropical countries such as 
India, which can only be tackled by Indians in- 
terested in the development of this — science. 
The idea that research work is not the ordinary 
duty of the clinical teacher should be given up, 
for I believe that in certain fields of research, a 
clinical tcacher is par excellence the best person 
to undertake research. There is I ‘am sorry to 
say—an unfortunate tendency to consider all 
research as mere laboratory research and while 
I do not in the least bit undervalue the great 
amount of good that can come from laboratory 
research, I venture to believe that a closer co- 
operation of the laboratory research worker and 
the clinical research worker will be productive 
of a much greater amount of good ; at any rate, 
in the field of obstetrics and gynecology, this is 
undoubtedly so. In Edinburgh, for instance, 
there is a very good research section under Prof. 
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Crew which works in the closest co-operation with 
the clinical side of the Royal Infirmary under 
Prof. Johnstone and others. It is research ef this 
description that we ought to encourage and I hope 
it will be possible through your influence to in- 
terest the various Universities, some of the Cor- 
porations and the provincial Governments, to take 
a more sympathetic view in regard te the encourage 
ment of research in such subjects. 

Ladies and Gentlemen, I do not wish to tire 
you with any further remarks on the subject. 
I have only tried to place before you some of the 
thoughts that occurred to me and some of the 
problems that I consider are pressing problems. 
I hope at the end of the session—which I am sure, 
from the nature of the papers that are to be read 
and from the distinguished persons that are to 
read these papers, will be a great success—we 
shall have profitted a great deal and if some of 
the suggestions that I have ventured to put for- 
ward before you: commend themselves to you, 
I shall be really gratified and exceedingly grateful. 
It will be our endeavour in Madras to do whatever 
we can in wholeheartedly co-operating with you in 
the furtherance of the great task that lies ahead 
of us. It is up to us now to shoulder the res- 
ponsibilities and to show to the general public 
that we are fully alive to the needs of the situation 
and that in us they can confidently expect dis- 
interested advice and all helpful suggestions to 
improve the condition of the MoTrHERHOOD OF 
THE COUNTRY, 
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LOWER SEGMENT CASARIAN SECTION* 


J JHIRAD o. (Lond.) 
Bombay 


This operation is of fairly recent date, and I 
cannot claim wide enough experience with it. 
At the Cama Hospital, we have practised it for the 
last seven years, and can record only a small 
number of cases, compared to the numbers re- 
ported from abroad. 


My only plea for introducing the subject is 
its great advantages under certain conditions, and 
the fact that this operation is not sufficiently 
known particularly to those working in the Dis- 
tricts. 

The operation of Caesarian Section was per- 
fected by Sanger in 1882 and the indications for 
the same increased considerably with the safety 
of the operation. 

The warning notes were sounded in English 
literature by AmAND Rovutn in 1911, and by 
EarpDLEY HOLLAND in 1921. 


Rovutu! working on the results of Caesarian 
section done at various stages of labour came to 
the following conclusions :— 
done at term or early in labour 1—2%mortality 

» after rupture of membranes 10% s 
after interference 33% 

Earp Ley confirmed these findings 
He investigated over 4000 cases and his findings 
were :— 


done by election 1.6% mortality 


» early in labour 1.8% 
» late in labour 10% 
after induction of labour 14% 
» after attempts with Forceps 

ete. 27% 


The same year he® investigated the results 
of pregnancy and labour on 487 cases and found 
18 cases of rupture of the old scar=4%. He was 
also able to collect 92 cases of rupture of scars 
from the literature. He could collect only one case 
of rupture after ‘lower segment’ incision. These 
were significant findings and made obstetricians 
pause to think and to revise the indications for 
Caesarian section. 


*Paper read at the Tenth All-India Medical 
Conference 1933. 


At the same time attention was being con- 
centrated on devising safer methods of operation. 
FRANK introduced the extra-peritoneal operation 
in 1907, and this was practised widely on the 
continent. However it did not gain much favour 
amongst the British obstetricians, as the bladder 
was more liable to be injured and the peritoneum 
often tore during manipulation. 


Mvunro Kerr! introduced the transperitoneal 
transverse incision in 1916, and reported his first 
series of 22 cases in 1920 with one fatality. About 
the same period Beck in America advocated the 
longitudinal incision. 

The commonest indication is contracted pelvis 
and in certain absolute contractions the indications 
are indisputable, but in minor degrees of contrac- 
tion the facts are different. It is in these cases 
that the greatest judgment and skill are required 
to bring the case to a successful termination, 
which is not always a successful caesarian. That 
may seem a brilliant achievement for the time being, 
but is fraught with danger of a varying per- 
centage of mortality and of the 4% of risk of rup- 
ture of the scar in future pregnancy. 


It is far preferable, if possible, to help the 
woman to deliver herself per vaginum. It is, 
however, not possible in some cases to predict 
the termination unless a trial of labour has been 
given. This means allowing the patient to go on 
some heurs in labour, even after rupture of mem- 
branes. 

If then a caesarian section was thought neces- 
sary, the risk was suddenly increased to 10%. 
To minimise this risk it was thought justifiable 
tc include in the scope of caesarian section those 
cases of minor degrees of contraction, where the 
head was not fixed in labour, before rupture of 
membranes, the risk then being less than 2%. 
But this would increase the frequency of caesarian 
operation unduly, for it is remarkable what a 
number of cases in this category will end naturally 
if given a fair trial. 

It is in such cases that the Lower Segment 
operation is most helpful. With the assurance of 
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a safer operation in case of failure of trial, the 
technique of a trial labour has been brought to a 
greater perfection. 


I have already made a communication on this 
subject and will only repeat that special experience 
is needed in sorting out the cases for trial labour, 
and for watching them skilfully through the labour. 
A review of my own work has convinced me that 
this is a very specialised work. Some of our results 
have been vitiated by considerations necessary 
in a training centre, but we have also become 
wiser with experience, and realise a little better 
now the limitation of expectancy. 


FirzcipBon® has given a very illuminating 
summary of the expectations in cases of trial 
labour depending on certain findings, and com- 
paring my own work I have felt that we have at 
times wasted more time than was really necessary 
before resorting to radical measures. 


We now realise more fully the limits of a trial 
labour. 

In quite a number of cases one finds that the 
head fixes only with the rupture of membranes 
or soon after if good flexion is ensured. Such 
cases usually terminate naturally. In others 
the head may not fix, and in these two hours after 
rupture of membranes is a good enough test pro- 
vided the pains are good. 


In some of these cases the cervix which seemed 
fully dilated before rupture of membranes seems 
to have fallen together again which is a distinct 
sign of marked disproportion. 


In yet another case the shape of the bag— 
narrow above and bulgy below is often a warning 
sign. 

In these again not more than two hours after 
rupture of membrances need be given, even if the 
head is fixed. In such cases the head is arrested 
in the superior strait and delivery of a live child 
per vias naturalis can only be effected, if at all, 
by the High Forceps. 


That is an operation which is practically 
condemned these days as besides bringing about 
a high foetal mortality it puts an undue strain 
on the maternal passages. 


The Lower Segment operation comes into 
distinct competition in such cases. It minimises 
the trauma and gives better foetal results. The 
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risk of infection is much less with this operation 
at this stage than that of classical caesarian. 


Briefly the technique is as follows :— 

A subumbilical incision is made and extended 
upwards and downwards depending on the height 
of the bladder. The lower segment is exposed, 
the peritoneum of the utero-vesical pouch in- 
cised transversely and the bladder pushed down 
and held away by a retractor. A semilunar inci- 
sion is made in the lower segment. This is gene- 
rally very thin, particularly after some hours of 
trial. It is best to make a cut in the midline and 
having reached the cavity to enlarge it both sides 
with scissors. If the head is not fixed, a little 
pressure over the fundus will push it out or it is 
easy to lift it out with fingers. But if the head 
is lower, a blade of the Forceps may be used. In 
a few cases we have had to use both the blades 
applied over the face. 


The placenta is usually delivered through the 
incision but in cases of suspected infection it is 
pushed down into the vagina. For suturing we 
use catgut, and put in one row of interrupted 
sutures with occasionally a continuous row as 
well. The pelvic peritoneum is sutured with 
continuous silk. The uterus need not be lifted 
out of the abdomen but should be sutured in 
situ. In cases of suspected infection it is 
advisable that the visceral peritoneum 
be sutured temporarily to the parietal peritoneum 
before opening the uterus. 


REVIEW OF CASES 

We started doing this operation in 1927. 
The first case of transverse incision was done on 
12-5-27. 

Prior to this we had tried a few cases of 
longitudinal incision but this seemed to encroach 
invariably on the upper segment and hence we 
gave it up and I have not included these in the 
present series. 


1927 1928 i929 1930 1931 1932 1933 total 
Early labour 2 8 - 3 - - - 13 


Strong labour - - 1 2 3 6 
Trial labour - 1 4 4 4 4 4 21 
Membrares rup- 

tured at house 1 1 2 - - 1 1 6 
Membranes ruptured and exam- 

ined by Dai i 1 - 2 - 1 5 
With Temp. - _ - - 2 
Cord Prolapsed - - 1 - - 1 - 2 
Notes 
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In all 62 cases have been done as under :— 


When we started with this operation we 
thought it would be applicable to all cases and 
thus supplant the classical section and hence you 
notice in 1928 a larger number of cases were done 
early in labour, Experience, however, soon con- 
vinced us that the lower segment is only well 
formed some time after the patient has been in 
labour and our practice now is to do the classical 
section early in labour and reserve the Lower 
Segment operation for cases of trial, interference 
etc. Even the classical incision we now make 
quite low in the uterus almost overlapping into 
the lower segment. 


It may not be out of place to give a brief 
summary of the cases of trial labour we have had. 
Besides a number of trials in which the head went 
through easily, we have had about 60 cases since 
1929, which required very careful watching and 
thinking. 18 of these or 30% ended in natural 
delivery. Of the babies there were two stillbirths 
and one death from intracranial stress . 22 or 36.6% 
were terminated by Forceps (some high), Version 
or Craniotomy. Only 2 babies lived. 


20 cases (33.3%) ended in Lower Segment 
operation. There were 2 stillbirths and 2 neo- 
natal deaths. One of these was probably a 
syphilitic child. The other had intra-cranial in- 
juries. 

Three mothers died in this series. These 
will be referred to in the mortality list. 


As I have mentioned we have sometimes 
watched our cases of trial unduly long. My 
experience is that the longer the patient is allowed 
to go on with the head distending the lower segment 
and stretching the lower abdominal wall, the more 
likelihood there is of sloughing of the lower abdo- 
minal wound. This is the commonest complication 
I have noticed, but even this has been minimised 
by a better understanding of the scope of a trial 
labour. 


The longest time the patient was in labour 
before operation was 4 days ; membranes ruptured 
two days before the interference. This case will 
be referred to again in the mortality list. 

Of the successful cases one had been in labour 
40 hours—two others 36 and 37 hrs. after rupture of 
membranes, several cases over 24 hrs. 

Some of these had marked intestinal disten- 
sion. One case had been given tube induction. 
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She developed a contraction ring even before 
rupture of membranes. 


Another case was brought in in strong labour 
and a rising retraction ring. In view of her past 
history, Forceps were tried in Walcher’s position 
and failing this Lower Segment operation was 
done. She had an uneventful recovery. 


Of this series 9 cases came in for second opera- 
tions. At least two were admitted in strong 
labour, one of them being the last case mentioned 
above. Her membranes had ruptured before 
admission and she had a rising retraction ring 
which rose above the umbilicus, within an hour 
of admission when she was put on the table. 
The uterine scar was hardly noticeable in this 
case, as also in 7 others, and there were no adhe- 
sions. 

Only one case had pelvic adhesions although 
durig her convalescence she had hardly over 
99°F, This patient had a third caesarian, the 2nd 
being classical, and this time also she had adhe- 
sions. 

MorBIbDITy 


Of the cases that recovered 23 (37%) ran a 
temperature of which 13 were due to sloughing 
of the lower and of the abdominal wound. 


Morvatity 
We lost 6 cases out of the 62—9.7% ; rather 
a high percentage but I feel some of the cases were 
ill chosen. Some of the deaths were more acci- 
dental and might have occurred with any type of 
operation. 


2 cases of trial labours (not very long trials) 
developed signs of post-operative shock and died 
a few hours later. 


One case had long trial (longer than I had 
intended to give her). She had marked intestinal 
distension and went in for paralytic ileus after 
operation. The abdomen was re-opened and 
enterostomy done. There was no_ peritonitis. 
The peritoneal fluid was sterile. 


It might have been wiser to have done a 
craniotomy in this case, for although the foetal 
heart was steady the child was still. One case 
was very toxic before and after operation—ad- 
mitted with temperature—membranes ruptured 
at home—examined several times by a nurse 
before admission. Anticipating infection the 
uterus had been eventrated before incising. The 


362 


patient continued very toxic, kept high tempera- 
ture and died on the 6th day. The night before 
she died, the whole wound opened up and had _ to 
be resutured. 

It was noticed that the peritoneal cavity was 
clean. 

The last two cases developed septicaemic 
symptoms and each died about the end of the 
second week. One was admitted late, membranes 
having ruptured 2 days and dais having examined 
several times. She was watched 12 hrs., and as 
there was no progress (cervix only 3 fingers) and 
general condition seemed good, operation was 
decided on. 

In the other case the membranes ruptured 
in hospital and there was a rise of temperature 
to 101°F. 

In these two cases the pelvic peritoneal cavity 
was infected. The mortality figures in short are 
as follows :— 


Paralytic ileus 1 
Post-operative shock 2 
Septicaemia 3 


CONCLUSION 

These cases have made us realise the fact that 
the Lower Segment Caesarian has certain limita- 
tions and in some definitely infected cases caesa- 
rian hysterectomy may seem the only salvation. 
I can do no better than quote STaNvER’s’ words :-—— 
“The ideal caesarian section is elective. 

It is undoubtedly true as proved by statistics 
from many clinics that the low cervical or extra- 
peritoneal section gives excellent results in patients 
who have been in labour for many hours or are 
perhaps potentially infected, but is a dangerous 
operation in actually infected cases and is done 
too frequently.” 

So far we have not had a case of rspture of 
the lower segment scar. . 
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A brief reference to some reports from large 
centres abroad will not be out of place. 


Mortality:-- 
Kerk AND HENbRY in 107 cases 4% 
SCHWEITZER 236 2.5% 
GREENHILL® 874 ,, 1.26% 
CuicaGo LyING-IN 147 classical 5.76% 
Puanevr® 418 L. S. 5% 


At the Chicago —Lying-in, the Lower Segment 
is done in preference to the classical for all cases 
and the longitudinal incision is more favoured. 

PuaNnevr tried both incisions—198 of his 
cases had the transverse incision with 3° mor- 
tality, and he prefers this to the longitudinal. 

Subsequent ruptures :—1928—Dr had 
collected 12. cases. 

1930—GREENHILL® collected 22 cases from 
all world literature, this isa small percentage com- 
pared to that of rupture after Classical Cwsarian. 

There was no case of rupture in the series 
(874) reported by him from Chicago. Of these 
cases 22 had subsequent vaginal deliveries—4, 
of these had 2 deliveries each. I had one after two 
Lower Segments. Thad 2nd. deliveries after 2 
Lower Segments. These are very encouraging 
figures. Of the 11 deaths in this series the majo- 
rity were due to peritonitis. But most of these 
cases were opened by the longitudinal incision 
which. I have found, tends to overlap into the 
upper segment. 

It will thus be seen that the lower segment 
operation has distinct advantages particularly 
in cases which have been in labour some hours 
the mortality of this operation being distinctly 
lower at this stage than of the classical operation. 
The risk of subsequent rupture also seems less. 
But the operation has its limitations and in dis- 
tinetly infected cases it would be wiser to do the 
PoRRo operation. 


REFERENCES 


. Jour. Obst. and Gyn. 
B, E. Jan. 1911. 

2. Ibid .. Jour. Obst. and Gyn. 
B. E. 1921. Vol. 
XXVIII p. 349. 

. Proc. Roy. Soc. Med. 
1920 XIV 22. 

. Jour. Obst. and Gyn. 
B. E. 1921. Vol. 
XXVIII p. 475. 

5. Jniravp, J. .. Jour. Ass. Med. 

Women in India. 

May, 1982. 


1. AMAND Rovutu 


8. HoLuanp E. 


4. Munro KERR 


.. Jour. Obst. and Gyn. 
B. E. 1929 Vol. 
XXXVI p. 756. 

Obstetrics and Gynae- 
cology edited by 
Curtis 1933. 

. Amer. Jour. Obst. and 
Gyn. 1930. Vol. XIX 
XIX 628. 

- Amer. Jour. Obst. and 
Gyn. 1931 Vol. XX1 
p. 498. 


6. FirzGipBpon 


7. STANDER 


8. GREENTIILL 


9, PHANEUF 


ABORTIONS AND MISCARRIAGES : ETIOLOGY & TREATMENT* 


H.V. TILAK. M.B.B.s (Bom. & Lonp.) 
Bombay 


My purpose in reading this short paper on 
a rather common place subject is to stimulate dis- 
cussion on the etiology of abortions and on the 
prophylactic and curative treatment of the same 
in the light of the new discoveries made in recent 
times. I am using the terms abortions and mis- 
carriages as synonymous terms. 


One is struck with the large number of abor- 
tions in which no definite cause can be found. 
Hot climate is said to favour abortions. It is 
also stated that malaria, so common in this coun- 
try, is responsible for abortions in nearly 40%, 
of the cases. Retroversion, endometritis and a 
host of other causes are mentioned. I. there- 
fore, thought it worth while to see the relative 
frequency of these causes. 


I looked_into the records of 98 consecutive 
cases of abortions that sought admission to the 
Obstetrical Section of the Nair Charitable Hospital 
and the Bhatia Maternity Hospital during the 
last three years. It must be stated that the hos- 
pital statistics are not an index of the frequency 
of abortions in the community. All cases do not 
seek admission to the hospital. It is only those 
in whom the abortion is repeated or the process 
is not completed early or in whom some compli- 
cation has arisen that generally seek admission, 
All the same the information will be of some use 
in comparing the statistics from other countries. 
I am conscious of the fact that the total number 
of cases from which deductions are made is small 
and that the data supplied by patients is in some 
cases indefinite and meagre. I. however, venture 
to present the same to you as the cases are taken 
consecutively and therefore may well serve as a 
basis for discussion on this subject. Such a dis- 
cussion is of great practical importance because 
abortion is a common event that general practi- 
tioners, especially those practising in the districts, 
are called upon to treat. Moreover, in many 
cases the woman dates her menstrual trouble from 
the time of her abortion. From the prophylactic 
point also it is likely that if we know more about 
the causes of abortions we may be able to prevent 
not only some of these but also some premature 
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deliveries and still births and some neo-natal deaths 
in which nothing but general debility is apparently 

the cause. In spite of all the ante-natal care and 

treatment we are giving in Bombay, the number 

of still births is increasing and in many of such 

cases the Wassermann Test is negative. It is 

probable that the causes here are the same as those 

present in the large number of unexplained abor- 

tions. 


Out of the 98 cases 80 are from the Nair 
Hospital. Among them there were 104 abortions 
to 220 deliveries. Allowing for the indefiniteness 
of the records in some cases the proportion of 
abortions to deliveries in the same mothers will 
come to 1 to 2.5 or at the most 1 to 3. It is still 
much higher than the 1 to 5 proportion we find in 
the colder countries. It is generally stated that 
about 70% of abortions take place in the 3rd and 
2nd months of pregnancy. I found quite a differ- 
ent story in the records of our cases. Out of the 
80 cases treated in the Nair Hospital about 50% 
only occurred in the 8rd and 2nd months and about 
the same number in the 4th, 5th and 6th months. 
This large preponderance of late abortions is 
significant because in the 18 cases from the Bhatia 
Maternity Hospital nearly 90% occurred in the 
3rd and 2nd months. I could not find out any 
special set of causes for this difference except that 
patients coming to Nair Hospital are usually very 
poor while those coming to the other hospitals are 
middle or better class people. 


Regarding the causes of abortions our records 
show that only 17 i.e., about 17% of cases had 
some cause or pathologic condition that could 
account for the abortion. I realise that if a minute 
enquiry were made and routine blood examin- 
ations were done in every case, causes for some 
more abortions could have been detected. Urine 
eXamination was done in every one of these cases 
and blood examinations were also done whenever 
the slightest justification was felt for the same. 
I can, therefore, state that in a large number of 
cases no cause could be found. 

On looking into the literature I find that 
different authors give from 30% to 60% as the 
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frequency of unexplained abortions. I shall 
refer to this point later. 


In those of our cases in which a cause or causes 
could be feund, the commonest was retroversion 
which was present in 7 of the 17 cases. Trauma 
was present in three cases and syphilis in two. 
Malarial fever, either chronic or recent, could be 
given as a_ cause in only two cases out of the 98. 
It will thus be seen that in Bombay at any rate 
malaria or syphilis do not seem now-a-days to be 
common causes of abortions. I would like to men- 
tion here two interesting cases. In one an inevit- 
able abortion was wrongly diagnosed and ergot 
was given by injection as well as by mouth. In 
spite of this the patient did not abort and the 
pregnancy continued. In another case there 
was a distinct history of trauma (a kick on the 
abdomen) and still the patient continued her 
pregnancy. These cases show that if the ovum 
is healthy and well implanted the ecbolics and 
trauma will fail te dislodge it. 


The percentage of threatened abortions in 
which pregnancy continued was 16 in our cases. 
The usual treatment adopted was opium or its 
derivatives, bromides and absolute rest. Ext. 
corpus luteum by mouth or by injections did 
not seem to have any favourable effect. I find 
this extract useful in a good many cases of preg- 
nancy vomiting and painful contractions of 
uterus during pregnancy. I now learn that almost 
all the extracts available in the market contain 
very little, if any, of progestin which is the specific 
hormone of the corpus luteum. I cannot explain, 
therefore the undoubtedly beneficial results of these 
extracts in some conditions of pregnancy. 


In the 82 cases in which abortions could not be 
prevented the treatment for inevitable abortion 
was given. Our routine treatment is as follows: 
The patient is given an enema and sometime later 
a hot douche. Ergot and quinine are given in full 
doses and an injection of post-pituitary extract 
combined sometimes with morphine is given. 
The abortion was completed in 71 (i.e., in 88%) 
of these cases on this treatment alone and only 8 
of these i.e., about 11% developed slight sepsis 
frcm which they recovered in 4 to 6 days. 


Operative interference was required in 11 of 
the 82 cases. In many the cervix was already 


dilated but anaesthesia was given, an injection 
of post-pituitary was administred and digital 
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removal of the retained products was carried out. 
In two cases only dilatation had to be done as a 
preliminary. As these cases were not septic to 
begin with, curetting was done gently, the cavity 
was swabbed out with rectified spirit and lightly 
plugged with glycerinated gauze. Hemorrhage 
during the operation was insignificant. No in- 
trauterine douching with a flushing curette was 
done. The plug was removed in 12 hours and a 
vaginal douche given. The principle observed in 
treating such cases was evacuation of the uterus 
in one sitting and therefore no preliminary plug- 
ging of cervix or use of laminaria tents was done. 
Only two of these 11 cases developed sepsis in one 
of which the fever came on the 5th day after the 
operation. 


In some books it is advised that flushing curette 
should be used as a routine after the removal of 
the retained products. I have not found any 
necessity for this. This intrauterine flushing is 
supposed to (1) disinfect the uterine cavity, (2) 
detach and wash out the decidua and (3) control 
bleeding. I disinfect the cavity with spirit, the 
loose bits and the decidua come out automatically 
as the uterus gets quickly into a condition of con- 
traction and retraction and there is no excessive 
bleeding either during or after the operation for 
the hot douche to control. I am_ of opinion 
that this unnecessary procedure may carry sepsis 
inside and may have disastrous results if the 
uterus gets accidentally perforated and of which 
the operator may not be aware. 


In the cases of incomplete septic abortions 
only non-operative treatment is done and intra- 
uterine injections of sterile glycerine are given. 
The patient is kept in Fowler’s position. If the 
abortion did not complete in a day or two or if 
bleeding is severe the loose bits in the uterine 
cavity are removed manually without any pulling 
or scratching and no plugging is done. No curette 
is used in such cases. 


In the cases of repeated abortions in which no 
local or systemic cause can be found Iam of opinion 
that, in addition to other prophylactic treatment 
detailed below the uterus should be ensured a 
physiological rest i.e., freedom from conception 
for at least one year because in many of these 
cases abortions occur twice in one year. In 
practice this can only be prevented by advising 
the husband to use a reliable contraceptive for a 
year. 
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JNEXPLAINED ABORTIONS 


In these cases the following causes are ad- 
vanced in the recent literature on the subject :— 


1. Malformations or malattachment of the 
ovum such as vesicular moles, monsters ete., and 
lower attachment of placenta. 


2. Impairment of the nutrition of the ovum 
owing to faulty environment (faulty decidual 
reaction). This is said to lead to repeated minute 
hemorrhages in the choriodecidual space resulting 
in the detachment of the ovum in the early months. 


3. Invisible structural defects in the ovum. 
This means that no gross or microscopic patho- 
logical condition is found in the ovum and yet it 
is incapable of continued life. 


ABORTIONS & 
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MISCARRIAGES 


etc., are supposed to be due, among other causes, 
to a deficiency of calcium salts. Pregnancy ane- 
mias are being successfully treated by the extract 
of bran which is rich in Vitamin B and’ salts of 
iron, copper ete. Deficiency of vitamin E is 
known to cause sterility and early abortions in 
animals. It will thus be seen that a consideration 
of the diet of the mother is very important. All 
vitamins are concerned in the building of the em- 
bryo though each has aspecific purposeto serve. 
If these food factors are so necessary when we 
are already grown it is easy to realise their utter 
importance when the embryo is yet to grow from 
the fertilized egg cell and when all the systems of 
the body are to be well and truly laid. In this 
connection it may interest you to know that in 
the Ayurvedic Works of Charak and Susruta 
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For malformations very little can be done 
as it seems to bea freak of nature. For faulty 
decidual reaction it is recommended that the 
endocrinal system of the woman‘and especially 
the thyroid should be looked into. It is stated 
in this connection that in those cases of unex- 
plained abortions in which the basal metabo- 
lism is foundto be low the use of thyroid 
extract prevents abortions not in all cases but 
in about 33% of them. 

For thethird cause, namely, invisible structural 
defects of the ovum we are advised to look to the 
defects in the food of the mother right from the 
first month of pregnancy. The food factors that 
are essential to growth are (1) a variety of high 
class proteins, (2) salts, and (3) vitamins. The 
importance of these factors in the growth and health 
of the individual is being increasingly realised by 
the profession. Many conditions in pregnancy such 
as eclampsia, pregnancy kidney, osteomalacia 


the mother is advised to take milk, flesh of different 
animals, ghee, etc.,~the kind of food that ensures 
a plentiful supply of high class proteins, salts and 
vitamins. Like the human embryo the embryo 
of every lowly seed is to grow and nature has pro- 
vided just those factors that are necessary for 
growth in the earliest stages of the embryo in 
what is called the germ-area of the grains. 


THE EMBRYO OF SEEDS 


You see this area lying in a corner of the grain. 
It is cast away when the grains are polished or 
split into pulses. If we retain or use this bran 
we will get those factors that are so necessary 
for the growth of the embryo. We can, 
purchase fresh bran of rice from a_ rice 
mill in the proportion of 1 part of bran to 15 
of polished rice. This bran should be mixed with 
the flour of wheat etc., and utilized. We will 
thus be using, in effect, whole rice. Wheat should 
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be given to the small flour mill and the whole 
wheat flour should be used. In the case of pulse 
seeds we should purchase whole seeds and split 
the pulses at home. The bran should be ground 
and mixed with curry or wheat flour. In the 
case of oil seeds the best procedure will be to pur- 
chase them, sift them, get oil extracted in a local 
oil mill and use its cake while fresh as a condiment 
in curries. We will be thus using a fairly good 
source of proteins and salts at no extra cost. 
Such a food is in use in the Byramji Jeejeebhoy 
Home for Children, Matunga, for the last six 
months. 


I must sound here a note of warning in respect 
to the use of vitamins. Our emphasis on this has 
led to a flooding of the market with various pro- 
prietary products many of which are costly and 
some of doubtful strength. We are tempted to 
advise our patients to buy them and thus put them 
into unnecessary expense. Ordinarily, we get 
enough vitamins in our foods if we choose them 
properly and prepare them in a certain way. The 
proprietary vitamins should be recommended in 
cases of acute deficiency only. 


Sprouting of horse-grams and peas is a cheap 
method of giving vitamins A and C as well as 
salts. The use of some leaves or fruit uncooked, 


vegetables daily, should be emphasised, for a cheap 
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supply of vitamin C and salts. Exposure to mild 
sunshine for half an hour a day will give us a good 
deal of vitamin D. Bran contains plenty of vita- 
mins B1, B2 and E and salts of iron, copper, cal- 
cum, ete. 

I must also point out that our emphasis on 
vitamins should not lead usto neglect the impot- 
ance of proteins and salts in the building of the 
embryo and in maintaining the health of the mother. 
Vitamins are only skilied workmen. They re- 
quire proteins and salts as building material. 
What we should, therefore, aim at is a balanced 
diet in which all the essential food factors are in 
proper proportion. The vegetarian diet at present 
in use in various parts of India is deficient not only 
in Vitamins but in proteins and salts as well. I 
have already indicated some of the ways in which 
they can be provided. The deficiency of good 
quality protein in a vegetarian diet can only be 
made good by the use of milk and soya beans. 


I have dealt with this subject of dietetics 
during pregnancy in great detail in order to  sti- 
mulate the interest of the general practitioner 
as well as the specialist. 


I firmly believe that a further reduction in 
the unexplained abortions and still births lies, 
among other things, in a greater attention to the 
nutrition of the mother. 
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OBSERVATIONS ON THE ANTERIOR SHOULDER AND THEIR 
BEARING ON THE MECHANISM OF LABOUR 


N. A. PURANDARE, F.c.P.s, 


From the time the importance of the antenatal 
supervision has been generally appreciated and the 
antenatal clinics universally established, certain 
new facts have been recognized, which have fur- 
nished us material for our thought. Of these 
one is the location of the anterior shoulder. Now 
it has been admitted that the anterior shoulder 
is on the left side in the first and fourth positions 
and on the right side in the second and the third 
positions, the difference being. in the anterior 
positions the shoulder is nearer the middle while 
in the posterior nearer the flank. For convenience. 
by taking certain land marks we can divide the 
abdominal wall in the median and lateral regions, 
the landmarks being the central line and the para- 
rectal line on-either side. Thus we get the left 
and right median and the left and right lateral 
regions. In the first position the anterior shoulder 
is in the left median region, a space between the 
central line and left para-rectal line in the second 
position, in the right median region, whereas in 
the third position in right lateral region, the shoulder 
being outside the right para-rectal line, while in 
the fourth in the left lateral region. 


The distance of the shoulder from the middle 
line and its height from the top of the symphysis 
pubis vary according as the head is at the brim, at 
the midplane or at the obstetrical outlet. When 
the head is in the superior strait the anterior shoul- 
der is at a height of 34 to 4 inches from the sym- 
physis pubis and about 1} to 2 inches from the 
middleline. Whenatthe midplane. it isat a height 
of 3 inches and is at the same time 1} inches away 
from the middle line. When at the inferior strait, 
it is 14 inches above the pubis and $ inch lateral 
to the central line. When the head is floating, 
lying free above the brim, the anterior shoulder 
is at a height of 4$ to 5 inches from the pubis and 
from 2 to 2} inches from the middle line. 


In cases of posterior positions the distance 
between the top of the symphysis pubis and the 
anterior shoulder may be the same as in anterior 
positions but the distance from the central line 
increases. But it is found not to be greater than 
half an inch te one inch in posterior positions. 


The head, when occupying the superior strait, 
is regarded as engaging. At this time on examin- 
ation the greatest circumference of the head is 
found to be above the brim and the bulk of the 
head is palpable from the abdomen. When pre- 
senting at the inferior strait, the head is engaged ; 
the large portion of the head has passed the brim 
whereas only a small part is felt above it. Such 
an event is favourable in that as the process of 
labour begins. the head having already passed 
most of the pelvic cavity, has to traverse but a 
small lower part of the bony canal and in conse- 
quence the labour is accomplished in shorter 
time ; if however before labour commences, the 
head is but engaging, it has to travel through the 
whole bony canal and the time taken up in finish- 
ing it is longer. These conditions of the head 
engaged or engaging can be made out by abdominal 
palpation and confirmed by measuring the height 
of the anterior shoulder from the pubis. 

The shoulder when situated higher, as in the 
case of the head lying only in the superior strait, is 
at a greater distance from the central line than 
when it is below near the brim, a situation reached 
on the head becoming engaged. The reason of 
the anterior shoulder approaching the middle line 
below is the shape of the uterine cavity, which is 
broader above and narrower below. and which 
therefore accommodates the shoulders with less 
ease when they occupy the lower part of the uterine 
cavity than above. Located in the wider roomy 
part, the shoulders tend to open out and the an- 
terior moves away from the middle line. increasing 
thereby the distance between the two ; but situated 
in the lower part. they are compressed more 
and the anterior shoulder is on this account brought 
nearer the central line. Though pushed towards 
the middle line as the head gets engaged, the 
anterior shoulder is yet definitely on the side 
where the occiput is located. While the anterior 
shoulder is on one side in front, the posterior one is 
on the other side of the promontory against the 
sacro-iliac joint after the head has engaged. When 
the head descends with the process of labour, the 
shoulders also descend with it. By the time the 
head reaches the slope of the pelvic floor which 
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directs the forecoming occiput, towards the front, 
the posterior shoulder has descended well below 
the promontory of the sacrum and no obstruction 
from the latter now exists for the posterior shoulder 
to rotate across the hollow of the sacrum. Perhaps 
such a position of the posterior shoulder is the 
efficient cause why the internal rotation of the head 
does not begin higher up until it has reached the 
pelvic floor because if the head were to rotate above, 
the shoulders will also inevitably rotate with it 
but the posterior shoulder and the side of the trunk 
will be prevented from rotating by the promon- 
tory of the sacrum. When the posterior shoulder 
has descended below the promontory, the hin- 
drance to its rotation being removed. the head 
and the trunk with the shoulder can rotate easily. 
This internal rotation of the head can be recognized 
by the internal rotation of the anterior shoulder 
by feeling it from the abdomen. When the head 
is descending alonz the pelvic floor and rotating 
forward, the anterior shoulder is seen coming 
down nearer to the pubis and approaching the 
central line. At the time the head just begins 
to present at the vulva, the anterior shoulder is 
about three fourth of an inch above the top of the 
pubis and is on the middle line. With the further 
progress of the head, the shoulder, can, between 


pains, be felt to have gone across the middle line. - 


To feel it now two fingers may be passed behind 
the top of the symphysis pubis as soon as_ the 
pain has died away—the passing of the fingers in 
the normal pelvis is not difficult—when the promi- 
nence of the shoulder will be felt pointing well 
away from the middle of the symphysis pubis. This 
turning away towards the opposite side becomes 
more marked as greater and greater part of the 
head escapes the vulva. 


It is conceivable that when the head begins to 
rotate, the trunk also rotates with it. which is 
made out from the rotation of the anterior shoulder. 
The rotation of the shoulder is in the same direction 
as the internal rotation of the occiput, and is 
maintained till the extension of the head begins. 
This is the First Upper Rotation of the shoulders. 


After the head is delivered in the antero- 
posterior diameter of the outlet, it appears to re- 
main in that position for a few seconds. During 
this time the uterus seems to collect itself ; then 
with the next pain the second rotation of the 
shoulders occurs and it is in the reverse direction 
to that of the first rotation, the anterior shoulder 
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thus coming under the pubic arch. The anterior 
shoulder lying anteriorly in this way, the posterior 
shoulder sweeps over the perineum and both the 
shoulders are born in the antero-posterior diameter 
of the outlet. 


To get a more clear idea, the mechanism in 
each position may be described separately. In 
the first position L. O. A., the occiput is towards 
the left side and front, the head nearly in the right 
oblique diameter though in reality on careful 
examination the occipital part is felt rather lateral 
to the ilio-pectineal eminence. The shoulders 
are lying in an oblique direction above the head, 
the anterior shoulder of which is easily palpable 
and is felt in the left median region, its height from 
the pubis varying according as the head is engaging 
or engaged. When the head is free above the brim 
or just entering it both the shoulders are well 
above the pelvis but on the head becoming engaged 
both the shoulders have approached the plane of 
the brim, the anterior shoulder being 4 inch to 
the left of the median line while the posterior to 
the right of the promontory. When the head 
with further flexion descends on the pelvic floor 
and begins to rotate from left to right. the trunk 
has to follow the rotation of the head which is 
exhibited by the anterior shoulder, rotating from 
left to right. By the time the head engages the 
antero-posterior diameter of the outlet, the an- 
terior shoulder has crossed the middle line of the 
pelvis and come before the obturator-foramen. 
This is the first or upper rotation of the shoulder 
and is from left to right. The head is delivered 
antero-posteriorly through vulva by extension 
and remains in that position from a few seconds 
to a minute with the face looking to the perineum. 
With the next pain the anterior shoulder rotates 
from right to left and comes under the arch. 
The head follows the internal rotation of the shoul- 
ders and performs the external rotation, the occiput 
rotating from right to left, thus causing the face to 
look to the mother’s right thigh. After the an- 
terior shoulder has come below the pubic arch, 
the posterior sweeps over the perineum and both 
the shoulders are released. They are followed by 
the delivery of the rest of the trunk. 


The mechanism comprises the following 
movements :— 


Descent. 
(1) Flexion. 
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(2) Internal rotation of the occiput and the upper 
internal rotation of the anterior shoulder 
(from left to right) 


(3) Extension. 
(4) Lower internal rotation of the anterior shoulder 


inducing external rotation of the head (from 
right to left). 


In the second position, R. O, A., the mecha- 

nism consists of the following : 

Descent. 

(1) Flexion \ From 

(2) Internal rotation of the head| right 
associated with upper internal| to 
rotation of the shoulders. left 

(3) Extension. 

(4) External rotation of the head in-) From left 
duced by the lower internal rota- - to 


tion of the shoulder. right. 


The third position R. O. A. requires descrip- 
tion of the mechanism rather in detail. 


The head occupies nearly the right oblique 
diameter with the occiput directed behind ; 
whereas the shoulders lie higher in the uterine 
cavity with the anterior shoulder, the left one in 
this poisition, in the right lateral region and the 
posterior, the right shoulder, to the left and behind. 
In nine out of ten cases, the head descends with 
progressive flexion until it reaches the pelvic 
floor when internal rotation begins, which is fa- 
voured on account of the posterior shoulder hav- 
ing come down te a level much below the promon- 
tory. This internal rotation is long. and is along 
three eighth cf a circle from right to left. The 
anterior shoulder too as felt from the abdomen is 
felt to move inwards from the right lateral to the 
right median region, which can be distinguished 
by abdominal examination, and then as it app- 
proaches and descends below the top of the pubis, 
it is felt going across the middle line to the left and 
front wall of the pelvis. This is the upper internal 
rotation of the shoulders and is as long as that of 
the head. When in this way the long internal 
rotation of the occiput occurs, it escapes under 
the pubis and the head engages the antero-pos- 
terior diameter of the outlet. The head is even- 
tually released by extension. Itafterwards rotates 
outside as the shoulders rotate in the lower part 
of the pelvis from left to right to be delivered 
antero-posteriorly. 
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Thus the movements are :— 
Descent. 


(1) Flexion. 


(2) Long int. rotation of the head 


yn 
accompanied Krom rt. 


to left. 


by long upper int. 
rotation of the shoulders. 

(3) Extension. 

(4) Ext. Rotation of the head with 
the lower short internal 
of the 


| From left 


rotation | 
| to right. 


shoulders. | 

In the fourth position L. O. P. the mechanism 
differs from that of the third in its internal and ex- 
ternal rotations, which are in the reverse directions. 

In the unreduced occipto-posterior position 
the mechanism varies. The head descends with 
deficient flexion and as labour advances this difi- 
ciency in flexion becomes more pronounced so that 
the forehead rather than occiput is the forecoming 
part. It is therefore gradually directed to the 
front. This rotation begins to occur higher in 
the pelvis on account of the extension of the head 
and it starts at a time when the posterior shoulder 
is beside the promontory, and when it can readily 
turn away from the projecting part and not to- 
wards it. because of the obstruction that may be 
offered by it. Inthe third position with the occiput 
unreduced the forehead rotates from left to right; 
consequently the upper internal rotation of the 
anterior shoulder is from left to right. The fore- 
head escapes under the pubic arch, while the occi- 
put glides over the perineum inducing flexion of 
the head. After the occiput has passed over the 
edge of the perineum, the head is deflected over 
it to allow the face to be born from under the 
arch. 

Head delivered antero-posteriorily, the an- 
terior shoulder undergoes lower internal rotation 
from right to left, thus determining external 
rotation of the occiput from behind forward along 
the right side and making the face look to the left 
thigh. 

The movements in the 3rd unreduced occipito- 
posterior position are as follows : 

Descent. 

(1) Deficient flexion. 

(2) (a) Internal forward rotation of | From left 
the forehead. 


to right. 
(b) Upper short internal rotation) From left 
of the anterior shoulder. J 


to right. 
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(3) Flexion. 
(4) Extension. 
(5) External rotation of the head asso- 
ciated with lower internal rotation 
of the anterior shoulder. 


| From right 
| to left. 


DIFFERENCE BETWEEN THE MECHANISM DESCRIBED 
IN THE Books AND THE ONE SUGGESTED 
The above mechanism indicates that when the 

head begins to rotate whether inside the pelvis or 

outside, the trunk rotates with it. Both rotate in 
the same direction. It thus removes the anomaly 
that while the occiput is rotating in the pelvis 
from one side to the other the shoulders are steady 
in the opposite oblique diameter and that the 
rotation of the occiput in the pelvis is from one 
direction to the other, that of the anterior shoulder 
when it begins in the pelvis, is in the opposite 
direction. Descent of the head on the pelvic 
floor in one oblique diameter and_ the 
engagement of the shoulder in the opposite oblique 
diameter, when the occiput begins to rotate for- 
ward, is supposed to cause inevitably the twisting 
of the neck. With this condition the head under- 


goes extension in order to escape antero-posteriorly 


through the vulva. This twisting of the neck is 
supposed to occur as a rule in all cases normally. 
Now it is hard to understand how the cervical 
plexus escapes injury when extension occurs with 
the twisted neck and why paralysis of the muscle 
on the side where the twisted neck is overstretched 
from extension is not so common an occurrence. 
When we suppose the trunk to rotate with the 
head, the anterior shoulder rotating in the same 
direction and to the same extent as the occiput, 
there is very little twisting of the neck and the 
head escapes with ease. 


SUMMARY 


(1) The anterior shoulder is always on the 
side where the occiput is located, being in the left 
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median and left lateral in the first and fourth ; 
and in the right median and right lateral in the 
second and third positions respectively. 


(2) The anterior shoulder, as examined from 
the abdomen, is felt descending, when the head 
descends in the pelvis during labour. 


(3) Before the head reaches the pelvic floor, 
the anterior shoulder is but short distance from 
the central line on the side where the occiput is 
lving, while the posterior shoulder is on the oppo- 
site side by the side of the promontory and in front 
of the sacro-iliac joint. 


(4) By the time the head reaches the pelvic 
floor, the anterior shoulder has approached the top 
of the symphysis pubis and the posterior shoulder 
has descended below the promontory of the sacrum. 
This position of the posterior shoulder facilitates 
the internal rotation of the occiput. 


(5) When the head begins to undergo inter- 
nal rotation, the trunk also rotates with it, the an- 
terior shoulder rotating in the same direction as 
the occiput. 

(6) When the head is escaping in the antero- 
posterior diameter of the outlet by extension, the 
anterior shoulder has turned over to the opposite 
foramen ovale while the posterior shoulder has 
gone across the hollow of the sacrum to the oppo- 
site side. 

(7) After the head is delivered, it appears to 
remain in that position from half to two minutes, 
during which time the uterus is resting. It must be 
conceded that only ina few cases the occiput is seen 
to turn slightly to one side. It may be the result 
of deficient upper internal rotation of the shoulders. 


(8) 


With the next uterine contraction the 


lower internal rotation of the shoulders begins, 
determining the external rotation of the head. 
This lower internal rotation is inthe reverse direction 
to that of the upper internal rotation. 
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SPONTANEOUS RUPTURE OF THE PREGNANT UTERUS* 
H. D. DESA M, D., F. R. P. Sc. 
Bombay 


Rupture of a pregnant uterus during labour 
is a fearful accident. Iam led to believe that this 
tragic accident occurs much oftener than it is 
generally believed. Few emergencies in surgery 
require so much of what makes a great surgeon as 
does this one. A recent experience of a spon- 
taneous rupture of a normal uterus during labour 
has led me to attempt this paper. 


Mrs. T. aged 29 was registered for her 6th 
confinement, due about the end of October, at my 
private hospital. At about 12 a.m. on the 24th 


Fig 1. 


October last she felt slight labour pains. As at 
that hour of the night there was difliculty of securing 
a conveyance to get to the hospital which was 
10 miles away, she preferred to wait until the 
early hours of the morning. At about 4 a.m. 
she suddenly felt astrong pain. She then hurriedly 
dressed and sat on a chair awaiting a taxi cab to 
take her to the hospital. Whilst on the chair a 
second and stronger pain delivered the child. The 
child dropped on the floor inarush. Fortunately 


* Paper read at the Tenth All-India Medical Conference, 


1938, 


the chair was a low one and there was no injury 
to the cord or to the child. She bled profusely 
and fainted. The old ladies of the house laid her 
on the floor and sent for a doctor. The doctor 
soon arrived and found the patient on the floor 
with the child lvyjng between her legs on one side 
and the placenta on the other, and a beefy-looking 
mass projecting from the vagina (Fig. 1). Find- 
ing himself before an unusual occurrence he sum- 
moned a senior colleague and meanwhile treated 
the patient for shock. The two doctors then 
pushed the projecting mass up in the vagina, 
plugged the vagina and sent the patient in an 
ambulance to my hospital. 


On admission the patient was very pale, 
temperature 97°F. respiration 35 and pulse 148 
per minute. Two hours after admission, under 
rectal saline ete., when the general condition of 
the patient had considerably improved she was 
put on the table for examination. On removing 
the plug the ant. lip of the cervix was seen at the 
vaginal orifice. The ant. wall of the cervix was 
long, wide and oedematous and a transverse tear 
24 inches wide was seen about 2 inches above the 
ant. lip of the cervix at the ant. fornix. The upper 
edge of the tear was not seen but could be felt by 
the examining finger high up behind the bladder. 
On retracting the ant. part of the ant. vaginal 
wall a triangular raw surface was seen in front 
of the tear and behind the bladder. The lower 
edge of the tear was badly bruised and ragged. 
The posterior lip of the cervix was normal and 
the cervical canal admitted three fingers. 


As there wasnofresh haemorrhage no attempt 
was made to repair the tear. A prolonged hot 
vaginal lysol douche was given, the raw surface 
and the cervix swabbed with Tr. iodine, five 
minims of Vancot’s vaccine was given (i.e. Strepto- 
Coli) and the patient returned to her bed to remain 
in Fowler’s position. The uterus was well con- 
tracted, there was no pain or tenderness on pres- 
sure or palpation of the pelvic region. The 
lateral fornices were normal, 


The Puerperium :—The patient was treated 
as an infected case as per routine of the hospital, 
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i.e. full Fowler’s position, mixt. Tr. Ferri per- 
chlor. t.d.s., mist Ergot. Quinine, b.d., Vancot’s 
vaccine on the 8rd and 6th day, light nourishing 
diet with liver soup t.d.s. She ran a temperature 
for some days. She could not pass urine for a 
week and had to be catheterised. On the 8th day 
of admission when the temperature was down she 
was put on the table for examination. On intro- 
ducing a Sim’s speculum and retracting the vaginal 
wall, the ant. surface of the cervix below the tear 
was seen sloughed and melting away. The sloughs 
extended to the ant. lip. Saline douches 
and free instillation of hydrogen peroxide on the 
sloughs was ordered. By the 14th day the sloughs 
had separated and the parts looked healthy and 
healing. The patient was discharged on the 20th 
day of admission. 


Tur History OF THE PATIENT 


She menstruated at the age of 13, her men- 
strual cycle was 8-30 and suffered from dysmenor- 
rhoea from the onset of her menstruation. severe 
until the birth of the first child. She was married 
at the age of 19. Her first confinement was on the 
23rd July 1925—female, the 2nd on the 12th 
September °26., female. The 83rd confinement 
was at home on the 31st Jan. °28.—female. 
The 4th confinement was on the 14th Sept. °29— 
male, The 5th on the 31st Deer. °30—male and the 
6th on the 25th October °33—female. All the 
labours were spontaneous and were of short duration, 
The duration of her first labour was 6 hours. The 
second was soon after her arrival at the hospital. 
Third gave her no time to get to the hospital and 
she was confined at home. The 4th and 5th were 
also quick but gave her just enough time to get to 
the hospital. The average weight of her babies 
was 5 Ibs. Her health on the whole was 
She was never dilated nor curetted nor treated 
for any uterine complaint, for, she had none besides 
the dysmenorrheea. Her weight was 4 stones 7 
Ibs. and her height was 4 feet 7 inches. The urine 
eXamination was negative. The Kahn’s test was 
negative. She had all her confinements but one 
in my hospital. 


good. 


CoMMENTS 


Spontaneous or sudden rupture of the uterus 
occurs during pregnancy or labour, according to 
the text books, from rapid stretching of the uterine 
walls or because the uterus is pathologically 
altered so that it bursts during the ordinary pro- 
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cess of labour. They are said to be very rare and 
almost invariably due to trauma or dystocia. The 
predisposing causes of spontaneous ruptures are 
all conditions which produce weakening of the 
uterine wall, i.e. fatty or hyaline degeneration of 
the muscle, syphilis, pressure necrosis during 
labour, scars from previous operations, after puer- 
peral sepsis ete. 

The site of the spontaneous ruptures is ordi- 
narily at the lower uterine segment and rupture 
of the lower segment is usually longitudinal or 
oblique, and those in the fornix vaginae usually 
transverse or completely circular. In my practice 
during the last 24 vears I have come across some 
cases of ruptured uterus at the J. J. Hospital and 
at the K. E. M. Hospital, the Wadia Maternity 
Hospital but all of them have been due either to 
obstructed labour or injudicious manipulations. 
During years 1928 to 1933 i.e. up to the 31st 


Fic. 2 
October 1933, 5 vears and 10 months, 21,900 
labour cases have been treated at the Wadia 
Maternity Hospital and among these we have had 
9 cases of ruptured uterus. In almost all of them 
the tear was at the lower segment extending to 
the broad ligaments. I have here some of our 
cases With their history as far as could be obtained. 
All these were emergency cases. They 
were never seen at the ante-natal clinie (Table). 
In my own private hospital I have not had one 
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single case of rupture for the last 20 years. Al- 
most all my patients were examined and treated 
at the ante-natal clinic. I have gone through all 
the available obstetric literature in search of the 
reported cases of ruptured uterus and have failed 
to find any one of the type of Mrs. T. and _ still 
wonder how such a tear could take place in an 
apparently healthy woman without any organic 
desease or any pelvic contraction. All her labours 
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tion is obliquity of the entire uterus. The same 
effect may be produeed by over-development of 
some portion of the ant. segment during the 
latter part of pregnancy. Backward deviation 
is the most frequent clinical variety. It is due 
either to anteversion or to over-development of 
the anterior portion of the lower segment i.e. 
sacciform dilatation of the anterior portion of the 
lower uterine segment. (Fig. 2.) 


TABLE I 


(Showing cases of ruptured uterus in the Maternity Hospital 1928-1933) 


SOR 
Number | 
sé“ of 
Year. —~ © = © | Cases. Site of rupture. 
«OO 
1928 | 2848 2 Not known 
1929 3209 2 Lower segment 
| 
1930 3894 | 1 | Lower segment 
| 
1931 4237 3 Lower segment. 2 
Tear going from 
the lower to 
the upper 
segment. 1 
1932 4083 1 Lower segment. 
1933 3629 
( 10 mon.) 


Remarks. 


Both patients admitted after rupture. Both expired. 


Both admitted after rupture. Treated by hysterec- 
tomy. Both expired. 

Dystocia Forceps. Rupture detected, at postmor- 

tem. 

No. 1. multipara. Previous history good. Admitted 
after rupture. Treated by hysterectomy. 
Patient a live. 

No. 2. multipara with previous good history. 
Brought after rupture by local doctor. Treated 
by hysterectomy. Patient expired. 

No. 38. Osteomalatic pelvis. Patient came in 
obstructed labour. Rupture occurred in the 
hospital before the theatre was ready for Cae- 
sarean Section. Patient alive. 

Multipara. Previous history good. Admitted after 
rupture. Pituitrin 1 ¢.c. was injected and for- 
ceps attempted outside before admission. 
Treated by hysterectomy. Patient expired. 


were rapid or precipitate, but uneventful. The 
average weight of her children was 5 lbs. and the 
last was also 5 lbs. only. I am inclined to think 
that the only condition which could cause such a 
rupture without tearing through the bladder or 
the broad ligaments is the so-called sacciform dila- 
tation of ant. portion of the lower segment due to 
the deviation of the cervix and according to Edgar, 
the common but not the sole cause of this condi- 


Unfortunately I did not make a P. V. on this 
patient when she saw me inthe 8th month. I 
never make a P. V. before or during labour unless 
there is a definite indication and in this patient 
I found none. The uterus was apparently normal 
and the previous confinements were without any 
incidents and all but one were in my hospital, 
They were very quick or precipitated. 
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PART PLAYED BY WOMEN DOCTORS IN THE DEVELOPMENT 
OF MATERNITY WORK IN BOMBAY* 


Mrs. DADABHOY, M. D. (Lond). 


Bombay 


The history of part played by medical women 
in the development of Maternity work begins with 
the opening of**Tnue Cama & ALBLEss HospitTaLs”’ 
simultaneously with the opening of the Grant 
Medical College for the training of women in medi- 
cine and granting of diplomas by the University 
on the equal status with men. 

The credit goes first to a woman doctor, Dr. 
ELIZABETH FRANCES HoGGAN and secondly to an 
American business gentleman Mr. KirtrRepGe. 
In 1882 Dr. HoGcGan wrote an article in the 
Contemporary Review that there is a need of a new 
medical department in India to be managed by 
women on the same lines as the then existing 
Civil Medical Service. Inspired by this article 
Mr. KITTREDGE thought that the only way of 
placing female instruction and relief on the right 
basis would be to bring thoroughly competent 
experienced women from Europe and America. 
With this object in view he collected subscriptions 
from the public with the help of a Parsi gentle- 
man, Mr. SorABst SHAPURJI BENGALEE. Mean- 
time in 1883 a philanthrophiec gentlesnan, Mr. 
Prestonsjt Hormass1 CAMA came ferward with an 
offer to build a hospital for women to be managed 
by women only. In the same year the authorities 
of the Grant Medical College and the Bombay 
University were approached to open their doors 
to women on the same status asmen. Inthe same 
year Mr. Kirrrepce left for England in order 
to secure the services of a suitable medical woman 
to inaugurate this scheme. Through the recom- 
mendations of Dr. GarNetTr ANDERSON he was 
able to persuade Dr. PEcHEY to come to India. 
Miss Pecuey arrived in Bombay in 1883. In 
1884, a temporary dispensary for women was 
opened in Church Gate Street and also a small 
temporary hospital for women in Khetwady. 
At the same time another woman doctor Muss 
CnarLoTTe ELLABY was brought from England 
to act as a junior officer to Miss Prcuey. In 
1886 the present Jaffer Suleman Dispensary was 
opened and in the same year the Cama & ALBLESS 
Hospirat buildings were completed and the 


patients were transferred here from Khetwady. 

In the year 1883 the Grant Medical College 
first started training non-matriculated women and 
granted certificates after a three years’ course of 
study. The first women to take this certificate 
were a Parsi lady Miss MaLpari and an Anglo- 
Indian Miss Brapiy. Miss Brapty did a large 
amount of work amongst the poor and had a hos- 
pital of her own for women. 

The first matriculated woman to take diploma 
of the university after a five years’ course of study 
was Mrs. WALKER SHARP, who worked later at 
the Cama Hospital as a second physician. In the 
second vear batch Dr. Freny Cama was the first 
Indian woman who took the same diploma with 
honours, and worked under Dr. Pecuey at the 
Cama Hospital for about two years or so. Thus 
the number of matriculated women in training 
increased to ten in the vear 1889. Most of these 
women on passing their examination and obtaining 
diploma, devoted themselves solely to the practice 
of Midwifery and soon gained the confidence of 
their women patients. Some of these are still 
with us now and known to most of us here. 

In the year 1901 there were only 25 beds for 
Maternity cases at the Cama Hospital. Till the 
year 1907 the average number of patients did not 
exceed 800 per year. To-day the number of 
patients average about 3000 per year and many 
more still are refused admission for want of acco- 
modation. 

The first ante-natal clinic was opened at the 
Cama Hospital in 1921 and with it a post of Hono- 
rary Physician was created by the Government to 
work at this clinic. To-day we have special ward 
allotted to the ante-natal patients which is always 
over full. In 1925 the Honorary Principal was 
extended and it culminated in the appointment of 
one Surgeon and one Obstetrician. 

In the early days training of pupil midwives 
was left entirely to the Matron of the hospital. 
From the year 1913, the duty of imparting in 
structions to these pupil midwives is entrusted to 
the medical staff of the hospital. 


*Paper read at the tenth All India Medical Conference, 1933, 
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Lastly I would like to lay emphasis parti- 
cularly on the following points in relation to the 
evolution of new methods practised at this hospital. 


Forceps were applied only for cases when 
the second stage of labour was prolonged. The 
use of forceps is now extended to cases of anemia, 
heart, lung and kidney diseases. 


CAESARIAN Section: 1904 Porro’s 
operation was frequently done as classical section 
was thought unsafe in those cases where patient 
has long been in labour with membranes ruptured. 


MATERNITY WORK IN BOMBAY 


To-day the Lower Segment Caesarian section has 
saved many such mothers and babies at the hos- 
pital. The first Lower Segment oparation was 
performed in the year 1925 at this hospital. 
INDUCTION oF 
replaced 
line cases. 


PREMATURE 
section in 


LABOUR has 


Caesarian many border 
CO? is used freely for asphyxiated babies. 
Thus to Bombay belongs the credit of first 

introducing non-official, non-sectarian 

relief by women for women in India. 
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CLINICAL TYPES AND CAUSES OF ABNORMAL BLEEDING IN 
WOMAN DURING THE CHILD BEARING PERIOD. 


BIBEK SENGUPTA, m.B. (Cal.), M.p. (Freiburg) 
Calcutta 


Disturbances of menstrual bleeding and bleed- 
ing connected with menstruation constitute 
the chief gynecological complaint in women for 
which they in general seek treatment. For rational 
treatment, correct diagnosis as to the pathogenesis 
of such bleeding is of paramount importance. 


Evidently any discharge of blood from the 
genital passages is not a menstruation in the real 
sense of the term, even if they be truly periodically 
recurring, unless the endometrium developed to a 
certain stage namely the pre-gravid stage is des- 
quamated and discharged along with it. But 
non-menstrual bleeding of periodical type occurs 
so rarely in women (although it does very often in 
monkeys), that for practical purposes we are justi- 
fied in taking such periodical bleedings which show 
the other characteristics of menstruation regarding 
the amount and duartion, clinically to be mens- 
trual bleedings. 


From the point of view of clinical study, 
the first thing to censider is—what is the source 
of bleeding in menstruation and how does it come 
to an end at the end of about 5 days. The source 
of bleeding is evidently the raw area-the menstrual 
wound, with the torn capillaries, left after 
desquamation of the endometrium. Two factors 
play their part in the stoppage of bleeding, firstly 
the contraction of the uterine musculature which, 
so to say, throttles the bleeding capillaries and 
secondly the rapid epithelisation of the raw area 
from the epithelium of the glands of the basal 
layer of the endometrium which is not shed out 
during menstruation. This epithelisation of the 
raw area is usually completed at about the 5th. day 
counting from the first day of the last menstrua- 
tion. If the uterine muscle does not or cannot 


contract properly, an abnormally large amount of 
blood will flow out of the opened up capillaries 
the duration remaining normal. On the other hand, 
if there is a disturbance in the epithelisation of the 
menstrual wound, bleeding, although in lesser quan- 
tity will continue beyond its normal duartion of 5 
days. Although a truemenstrual bleeding should not 


last more than 5 days, clinically bleeding upto 8 
days’ duration is taken to be within the limits of 
nermal, because it may happen that while no fur- 
ther bleeding is taking place after the 5th day, 
the bleeding which has already taken place may 
remain for some time more inside the uterine 
cavity, comng out of the genital passages gradually 
in course of the next 2 or 3 days. A menstrual 
bleeding of more than 8 days’ duration should 
always be taken to be pathological. 


Next consideration which deserves our atten- 
tion is the role of ovary in menstruation and here 
we have to consider both of its functions, the gene- 
rative and the vegetative. The generative func- 
tion of the ovary is carried out by the larger 
follicles of more than 5 mm. in diameter, the 
ovulation and corp. luteum formation and ultimate 
degeneration, or in other words, processes which 
are directly concerned with the preparation for the 
propagation of species. We know, menstruation 
is definitely dependent upon ovulation and that 
after an approximately fixed period of about a 
week after the death of the ovum, the menstrual 
bleeding takes place, that is the rhythm of men- 
struation depends upon the interval at which 
successive ovulations take place. That means, 
if there is a disturbance of time-interval between 
successive ovulations, there will be an irregularity 
in appearence of successive menstruations. Hence 
in these cases, the primary fault lies with the 
generative function of the ovary. 


The vegetative function of the ovary is 
carried on by the growing primordial follicles 
which donot reach a size beyond approximately 
5, mm, in diameter and this vegetative function 
of the ovary is concerned with the development 
and upkeepment of the female sexual organs, 
above all, the uterus and the secondary sexual 
charecteristics. If there is a diminished activity 
of the vegetative ovarial function, the uterus 
remains in the hypoplastic condition, its turgor 
is diminished, its muscle cells are not properly 
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developed and hence it would not be able to 
contract so efficiently as it should. We have 
seen that the contraction of the uterine 
musculature plays an important part in 
controlling the menstrual bleeding and here the 
Vegetative ovarial function shows its effect on 
menstruation. This vegetative function also 
governs the total vascular supply of the uterus. 
Hence it may happen as well that in some cases of 
Vegetative ovarial deficiency, very little blood 
flows through the uterus producing scanty men- 
struation. The vegetative and generative in- 
sufficiency go, net very seldom, hand in hand with 
each other but they may appear individually too. 


It has been found very practicable to record 
menstruation and its anomalies in a chart form as 
introduced by Katrensacu. In such a chart 
a normal menstruation would appear as shown in 
Fig. 1. 

Fig. 1. 


ie Feb Mer Agri Mey 


The space between each successive vertical 
lines represents one week, the successive trans- 
verse lines indicating the quantity of the bleeding 
subnormal, normal or more than normal respec- 
tively. As soon as one begins to record menstrua- 
tion and its anomalies in such a chart form, one is 
surprised to see how indispensable such a recording 
is for the proper understanding of the menstrual 
disorders. 


For the correct diagnosis of the menstrual 
disorders, the taking down of a ccrrect history of 
the bleeding is of primary importance. Unfor- 
tunately the patients very seldom remember 
quite correctly, the dates, duration and the am- 
amuunt of the fore-going bleedings, but we have 
to depend on what the patients can remember and 
try to get as much as possible out of them. It 
would have been very helpful to us if the patients 
would begin to keep calender notices of their 
bleedings. 


Another difficulty which confronts us is the 
determination of the actual quantity of blood 
lost each time. The amount of blood-loss 
shows a great individual variation and an 

4 


amount which is taken as normal by one 
woman, might be taken to be excessive by 
another. Usually more than 3—4 pads are not 
required daily during the periods. If a patient 
complains of excessive menstrual bleeding,noticing 
the same from a definite date suddenly or gra- 
dually as the case may be,surely it is to be taken 
to be abnormal, although in another patient, the 
same amount of blood-loss may be within the 
category of normal. 


In every case of abnormal gynecological 
bleeding, one has to analyse systematically a'ong 
definite lines. The first thing to be determined 
is—is the bleeding which the patient is complain- 
ing of, real menstruation or in other words, is the 
source of bleeding only the menstrual wound in 
the endometrium or is there any additional source 
of bleeding over and above that of menstruation ? 
If the bleeding isnot amenstruation, what is the 
extra source of the bleeding? If we proceed in 
such a rational manner, in a great majority of 
the cases we would be able to cometo a proper 
understanding of the underlying pathogenesis and 
the treatment would not be very difficult. 


Now let us discuss each individual group as 
we find them clinically. A detailed discussion 
will be the subject matter of a paper to be published 
soon ; here only the broad outlines will be given. 
It must not be forgetten that in a perticular case, 
there may be a combination of several types ef 
bleeding together. 


Group I. 
Fig. 2. 


Avs Sept Oct Nov Dee Jeo Fee 


= 


Here, there is an excessive loss of blood during 
the periods, the duration being normal. i.e. upto 
8 days. The source of bleeding here is only 
the menstrual wound, left after the desquama- 
tion of the pre-gravid endometrium. We have 
already seen, the uterine musculature by its con- 
traction controls the loss of blood during men- 
struation and hence in these cases, the fault must 
lie with the uterine muscle itself, which may again 
be due to a variety of causes as follows ;— 
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(a). Due to hindrance of contraction— 
(1) through myoma or adenomyosis. 
(2) through adhessive processes of adne- 
xae or the uterus as a result of in- 
flammatory or post-operative 
changes. 


(b). Due to weakness of the muscle— 

(1) purely functional, without any de- 
monstrable cause. 

(2) post-partal or post-abortal. 

(3) uterus passive, mobile, asthenic. 

(4) hypoplastic uterus (vegetative ova- 
rial insufficiency, primary or second- 
ary). 

(5) as a result of inflammatory changes 
of the musculature itself, myome- 
tritis. 

(c). The muscle has to control an abnormally 
large amount of blood— 

(1) due to high blood pressure. 

(2) due to bad blood circulation, (venous 
congestion). 


Grove II. 
Disturbance in the frequence of appearance of men- 
struation. 
Fig. 3. 
July Aes Sept Oct Nov 
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Here there is a disturbance in the frequency 
at which the successive menstrual bleedings appear. 
Thereby the bleedings might be excessive, normal 
or sub-normal, as the case may be, here we will 
discuss only the causes that give rise to such irre- 
gularity regarding the rhythm of menstruation. 
The cycle is here either shortened or lengthened. 
We know, the appearance of menstruation depends 
on ovulation and corpus luteum formation follow- 
ed by degeneration and hence the onset of men- 
struation will depend on the time of the fore- 
‘going ovulation and the life of the last corpus- 
luteum. In other words the primary fault in these 
cases must lie with the ovary alone, the endome- 
trium -having nothing to do with it. 
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We know, the primordial follicle takes about 
13 days to ripen into the mature Graafian-follicle, 
then it ruptures setting free the ovum, from the 
ruptured follicle arises the corpus luteum which 
takes about 3 days for its maximum development, 
remains as a fully formed organ during the follow- 
ing 8-10 days and then, if the ovum is not ferti- 
lised, rapidly degenerates and in a few weeks is 
reduced to a negligible body ultimately disappear- 
ing almost fully. The full ripening of the _pri- 
mordial to the Graafian follicle and its rupture is 
termed the follicle-phase, corresponding to the 
proliferation-phase of the endometrium, whereas 
the period from the time of rupturing of the follicle 
to that of beginning degeneration of the corpus 
luteum is termed the corpus luteum phase, corres- 
ponding to the secretion stage of the endometrium. 
Now, the normal menstrual cycle of 28 days con- 
sists of these two ovarian phases, the follicle and 
the corpus luteum phases plus the 4—5 days of 
bleeding, Evidently therefore, the disturbance of 
time-interval between two successive menstrua- 
tions arises due to some disturbance of either the 
follicle-phase or the corpus luteum phase or both, 
as the case may be. 


Such disturbances of menstruation have been 
exhaustively studied by ScHROEDER and he found 
that in conditions where there is a diminution of 
the time interval between twomenstruations, the 
follicle-phase remains constant whereas the corpus 
luteum phase is shortened ; that means the corpus 
luteum degenerates earlier--it may be in two 
days even. Hence menstrual bleeding can never 
recur earlier than 16 days. If there is any bleeding 
within this period it can never be menstruation. 
In conditions where there is a lengthening of the 
interval between the successive menstruations, 
say six weeks it has been found by determining 
the time of ovulation, that the follicular phase 
is only lengthened, the corpus luteum phase is 
mostly shortened. What happens in these cases 
is that a number of primordial follicles begins to 
grow as usual but before they attain any con- 
siderable development, they degenerate, another 
set of primordial follicles then begin to grow and 
ultimately one may reach full development and 
rupture. Because of the incomplete maturation 
and early retrogression of the follicles, the follicle 
phase is lengthened causing thereby a lengthening 
of the whole menstrual cycle. This incomplete 


maturation and.early retrogression of follicles 
do not produce any symptom in women, but in 
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monkeys such degeneration of partially ripe folli- 
cles which occur sometimes in summer months, 
give rise to a bleeding, clinically akin to menstrua- 
tion, the socalled non-ovulating bleeding. Such 
early degeneration of follicles also occurs very 
commonly in mouse, rat and guineapig. 


Concluding it may be said, that the irregu- 
larity of appearances of successive periods whether 
they are shortened or lengthened, are due, pri- 
marily and exclusively, to ovarial weakness, in 
the former case, the corp. luteum degenerating 
earlier than normal, in the latter case, the follicles 
not attaining full maturity. 


The causes which give rise to such weakness 
of ovary leading to disturbances of frequency of 
appearance of menstruation are shown below. 


(a) At the beginning’ ..of sexual-maturity. 
At the end ee 
(6) During the period of sexual-maturity. 
(1) From the very beginning (primary ; 
- constitutional). 
(a) in otherwise healthy body. 
(6) in constitutionally weak body. 
(2) appearing later on (secondary). 


(a) due to sudden inappropriate 
change of conditions of living, 
change of climate and surround- 
ings ete. 


(6) post-partum or abortum. 


(c) after partial ovariectomy or in- 
sufficient X’Ray castration. 


(d) due to diseases of the body. 
(i) of lungs (tuberculosis). 
(ii) after infectious diseases. 
(iii) disturbances of other endo- 
crine organs (specially thy- 
roid gland). 
(iv) anaemia. 
(e) due to genital diseases. 
(i) adnexitis. 
(ii) pressure of tumors (conges- 
tion). 


Group III. 


Bleeding in addition to that of menstruation 


Here over and above the bleeding from the 
menstrual wound there are other sources of bleeding 
whose clinical manifestation is shown by pre-., 
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post-., or inter-menstrual bleeding, as is to be seen 
in the accompanying diagrams. 


Fig. 4. 


Sept Oct Nov Dee Jen Feb Mar 


LL 
Here, as will be seen from the diagrams, one 
recognises the clinically-appearing menstrual 
bleeding and either preceeding, following or in the 
interval between 2 successive menstruations there 
is some bleeding. Evidently in cases of 
premenstrual and_ interval bleednigs, their 
source must lie somewhere else other than the 
menstrual wound as naturally at this time the 
endometrium is still intact. In cases of post- 
menstrual bleeding, there can no doubt be an extra 
source of bleeding as in the cases with premenstrual 
or interval bleeding but a great part in its causa- 
tion is also played by a delay in healing up of the 
menstrual wound due to some cause or other. 
We know the epithelisation i.e., the healing up 
of the raw area in the endometrium after desqua- 
mation of the functional layer is usually com- 


pleted by the 5th day, and we know normal men- 


strual bleeding should never last more than 8 days. 
If there is any disturbance in the epithelisation 
of the raw area, naturally the bleeding, although 
in lesser quantity, would continue for a few days 
more than its normal duration of 8 days. The 
pre-., post-menstrual and interval bleedings can- 
not always be isolated from one another as they 
sometime merge into one another imperceptibly 
and hence these three have been taken together in 
one group, although all factors which cause one 
type of bleeding, say post-menstrual, may not be 
found in premenstrual bleeding, as for example 
factor 2 in the list given below. 


The causes which give rise to such bleeding are— 


(1) Inflammation of endometrium—endo- 
metritis. 


(2) Functional delay in healing up of the 
menstrual wound. 


(3) Polyp. 

(4) Malignant growths. 
(5) Submucous myoma. 
(6) Ovulation bleeding. 
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(7) Diapedesis in hypertony, thrombopenia, 
ete. 
(8) Erosion, ectropion. 
(9) Endometriosis of. cervix. 
(10) Ulcerative vaginitis. 
(11) Mechanical injury, due to pessary ete. 


It is self evident that any factor above-men- 
tioned may give rise to a bleeding at any time 
during the menstrual cycle without any relation 
to menstruation. 


A few words have to be said about the 
“Ovulation bleeding’. In a certain percentage of 
cases we find a type of bleeding as shown in fig. 5. 


Fig 5. 


April Mey foly 


June 


Here exactly between 2 successive periods 
there is a slight bleeding lasting sometimes from a 
few hours up to one day ora little more. At this 
period the ovulation takes place. This is nothing 
but a diapedesis bleeding and does not mean any- 
thing pathological and does not necessitate any 
treatment whatsoever. Such ovulation-bleeding 
is almost always found in monkeys. 


Group IV. Non-cyclic bleeding 


This is a very important group from the thera- 
peutic point of view. 


Fig. 6 shows the type of the bleeding graphi- 
eally. 
Fig. 6. 


Mar May June Joly Ass Sept 
= = 
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As is to be seen from the figures, no regularity 
at all can be found in such a bleeding. 


Mostly they have a prolonged duration not 
seldom of a continued type, sometimes in between 
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them irregular bleedings appear, so that no 
exact type can be recognised that can be taken as 
cyclically recurring or as menstrual bleedings. 
It may happen that real menstrual bleeding might 
appear occasionally in between such irregular 
bleedings. Whenever it is not possible to recog- 
nise a bleeding as regularly recurring or when the 
interval between two successive bleedings is less 
than 16 days, as we have seen, a real menstrual 
bleeding can never have less than 16 days interval, 
it is our duty to search for and find out anatomi- 
cally the source of such bleedings. The causes 
which may give rise to such a type of bleeding are 
enumerated below. 


(1) Fresh bacterial ascension to the endo- 
metrium. 

(2) Myoma (sub-mucous). 

(3) Polyp. 

(4) Malignant growths. 

(5) Erosion. 

(6) Necrosed areas of a glandular cystic 


hyperplasia of the endometrium (persis- 
tence of follicle in ovary), or (metropa- 
thia hemorrhagicua). 

(7) Retained products of conception. 


It must once more be emphasised that in all 
cases where we find this non-cyclic bleeding as 
shown in the charts, we must find out the source 
of bleeding anatomically, keeping in mind that a 
large number of such bleedings are caused by 
malignant growths. 


For the correct diagnosis of the pathozenesis 
of abnormal gynecological bleedings we have to 
proceeed systematically. Of primary importance 
is taking the correct history of menstruation from 
the time of its first onset onwards. All diseases 
from which the patient might have suffered, have 
to be considered, her sphere of life, specially any 
sudden and unnecessary change in it should be 
taken account of, a thorough examination of the 
whole body should not be forgotten. Then only 
we would be able to come to a prsper understanding 
of the pathogenesis of the individual bleedings. 
Here above all, we have to depend first on the phy- 
siological facts and take into account the various 
complicated changes in the endometrium during 
the various phases of the menstrual cycle due to 
the action of the different hormones. The first 
thing to decide is—“‘is it the raw area left after the 
desquamation of the pre-gravid emdometrium 
due to failure of conception, which is bleeding 
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or is it that there are some sources other than this 
menstrual wound which is bleeding either separately 
or conjointly with it. The ovary and its hormone 
play an important role with respect to gynecological 
bleeding thrcugh its vegetative hormonal action 
on the uterine musculature, the failure of which 
produces the hypoplastic condition of the genital 
organs. If the generative function of the ovary 
be normal, these hypoplastic uterii due to their 
insufficient development may be incapable of 
reacting sufficiently to this generative hormonal 
action. The ovarial process ec ncerned with its 
generative function determines the question of 
interval between the successive menstruations. 
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It is of primary importance to try to find out, 
in each case of gynecological bleeding, the real 
source of bleeding purely anatomically. Over 
and above the source of bleedings in real menstrua- 
tion, namely the endometrial wound, with its 
definite period of healing, the other sources of such 
bleedings are different from each other as regards 
their importance from the point of view of treat- 
ment and the treatment must evidently be depend- 
ent upon the nature of such sources. Only after 
we have determined the source of bleeding accord- 
ing to the lines depicted here, it would be possible 
to direct our method of treatment to the proper 
and rational channel. 
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ABDOMINAL SURGERY IN A PRIVATE GYNAECOLOGICAL HOSPITAL. 
GORA CHAND NANDI 
Calcutta 


The paper is a general review of the Laparo- 
tomies done in the gynaecological department of 
the Chittaranjan Seva Sadan, Calcutta. It deals 
mainly with the general methods employed in this 
hospital in doing abdominal sections. The gra- 
dually increasing trend of the gynaecological 
world towards conservatism justifies the claim of 
our surgeons of doing greater amount of benifit 
to the patients with lesser number of operations. 
Thus medical treatment is resorted to in case of 
chronic inflammatory troubles of the pelvis as 
well as for retro-displacements of the uterus with 
surprisingly good results. This method of treat- 
ment has been dogmatically described as the 
‘douche and plug”’ doctrine, by our radically min- 
ded friends. This review, I hope, should dis- 
pel their false notion that abdominal operations 
are not possible outside official circles and that 
conservative Gynaecology is afraid of the knife. 

During the years 1928—1932, 187 abdominal 
sections have been done in the Chittaranjan Seva 
Sadan. I have taken into account only those 
cases where abdominal section was done for gy- 
naecological ailments. I have excluded cases of 
cholecystectomy, splenectomy, appendicectomy, 
nephrectomy, cases of acute abdomen and caesa- 
rian sections. Table I shows the list of indica- 
tions for which the abdomen was opened. 


TABLE I 


Showing indications for which abdomen was opened 


Indications No 


Ovarian cyst ee 
Papilliferous cyst of ovary ‘ 
Twisted ovarian cyst 
Dermoid cyst of ovary 
Chocolate cyst of ovary ° 
Degenerated ovarian cyst 
Ovarian cyst with pregnancy . 


boo bob 


8 Twisted ovarian cyst with pregnancy oe 1 
9 Parovarian cyst ee 3 
10 Broad ligament cyst .. om oo 10 
11 Broad ligament cyst with tubo-ovarian mass 2 
12 Broad ligament cyst with prolapsus uteri .. 1 
13 Broadligament cyst with fibroid of uterus 1 
14 Fibromyoma of uterus ee ee 45 
15 Fibromyoma of uterus with ovarian cyst’ .. 2 
{6 Fibromyoma of uterus with salpingitis om 2 
17 Fibromyoma of uterus with bilateral hydro- 
salpinx ee 1 
18 Degenerated fibromyoma of uterus ‘+ 2 
19 Fibromyoma of uterus with chocolate cyst of 
20 Unruptured ectopic pregnancy .. = 7 
21 Ruptured ectopic pregnancy .. 7 
22 Ectopic pregnany and pyosalpinx 1 
23 Bilateral hydrosalpinx 
24 Haematosalpinx oe 1 
25 Pyosalpinx 2 
26 Tubo-ovarian mass .. 
28 Secondary abdominal pregnancy 
29 Malignanttumour .. ee 1 
30 Double pregnancy (ectopic and uterine)  .-- 1 
31 Cancer cervix 2 
32 Chronic inversion of uterus i 
33 Procidentia its 
34 Inoperable vesico-vaginal fistula nie 13 
35 Ectopia vesicae oe 2 
36 Imperforate anus... ee 
37 Intractible dysmenorrhea 1 
39 Pelvic abscess 2 
40 Appendicular abscess as = 1 
41 Malignant ovarian tumour is oe 5 
187 


The small nnmber of operations done for 
ruptured ectopic pregnancy is far short of the 
actual number of cases admitted, because of the 
fact that these cases were not operated unless 
they presented symptoms of actual internal hae- 
morrhage. Cases of pelvic haematocle were 
treated medically. Radiotherapy and operation 
by the vaginal route account for the small 
number of abdominal sections for cancer cervix. 


Table II shows the actual operations with 
their respective indications. 


i 
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TaBLeE II 
Showing the operations with their indications 
Operation No Indications 
1 Ovariotomy .. om oe 59 1, Ovarian cyst. 2. Papilliferous cystadenoma of ovary. 
3. Ovarian cyst with pregnancy. 4. Twisted ovarian cyst. 
5. Chocolate cyst of ovary. 6. Dermoid cyst of ovary. 
7. Solid ovarian tumour. 8. Malignant ovarian tumour. 
9. Degenerated ovarian cyst. 
2 Subtotal hysterectomy .. oe 42 1. Fibromyoma of uterus 2.  Degenerated fibroid 
3. Fibroid of uterus and salpingitis. 4. Fibroid of uterus 
and _ bilatral hydrosalpinx 5. Fibroid of uterus and 
ovarian cyst. 6. Fibroid of uterus with chocolate cyst of 
of ovary. 7. Fibroid of uterus with broad ligament 
cyst. 8. Secondary abdominal pregnancy. 9. Double 
pregnancy. 10. Intractable dysmenorrhoea. 11. Bila- 
teral hydrosalpinx. 12. Broad ligament cyst. 13. Bila- 
teral ovarian cyst. 14. Broad ligment cyst with tubo- 
ovarian mass. 15. Haematosalpinx. 

3. Total hysterectomy .. oe 3 1. Chronic inversion of uterus. 2. Fibromyoma of uterus. 

8. Broad ligament cyst with prolapsus uteri. 
Panhyserectomy (Wertheim’s) 2 Cancer Cerix. 

5. Myomectomy 7 Fibromyoma of uterus. 

6. Removal of broad ligament cyst .. 12 1. Broad ligament cyst. 2. Broad ligament cyst with | 
tuboovarian mass. 3. Broadligament cyst with prolapsus 
uteri. 4. Broad ligament cyst with fiborid of uterus. 

7. Removal of parovarian cyst on 3 Parovarian cyst. hadnt 

8. Salpingectomy oe a 21 1. Ectopic gestation. 2. Bilateral hydrosalpinx. 3. Haema- 

tosalpinx. 4. Pyosalpinx. Bilateral hydrosalpinx 
with fibromyoma. 6. Fibroid with pyosalpinx. 7. Dou- 
ble pregnancy. 8. Bilateral ovarian cyst. 9. Fibroid 
with ovarian cyst. 10. Papilliferous ovarian cyst. 

11. Dermoid cyst of ovary. 

'9, Salpingo-oophorectomy .. 14 1. Ectopic gestation. 2. Tubo ovarian mass. 3. Broad liga- 
ment cyst with tubo ovarian mass. 4. Broad ligament 
cyst with fibroid of uterus. 5. Ectopic pregnancy with 
pyosalpinx. 6. Broad ligament cyst. 7. Parovarian cyst. 

8. Fibromyoma of uterus. : 

10. Removal of pelvic tumour ~ 2 Pelvic tumour. 

11. Exploratory laparotomy an 2 1. Malignant ovarian tumour. 2. Ascitis. 

12. Tranplantation of ureter into rectum 16 1. Inoperable vesicovaginal fistula. 2. Ectopia vesicae. 

3. Ureter accidentally cut during opeiation. 

13. Ventrofixation of uterus 2 Procidentia. 

14. Appendicectomy 3 Appendicular adhesions. 

15. Removal of secondary gestation sac 2 Secondary abdominal pregnancy. 
ne 2 Imperforate anus. 


16. Colostomy .. 


Of the 187 patients operated on 178 cases 
were cured, and 8 went home recovered. There 
have been six deaths—a gross mortality of 3°2 %,. 
the cases of mortality include two deaths from 
shock ((Primary mortality of 1%), two deaths 


due to peritonitis ; one patient died of asthenia, 
three weeks after operation and one baby with 
imperforate anus, admitted three days after birth 
died after colostomy. 

The patients of this series were mostly Bengali 
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Hindus, hailing from places outside Calcutta. 
The general health was, on the average, poor, due 
to effects of malnutrition, malaria and the chronic 
pelvic condition from which they were suffering. 
The ages of the patients excluding the two babies, 
varied between the ages of 15 to 60 years; The 
age distribution of the cases was as follows : 
between 15—20 years—19 cases. 
-»  21—30 years-—54 cases. 
 81—40 years—S6 cases. 
» 41—50 years—4l1 cases. 
 51—60 years—15 cases. 

The general muscular tone of the patients was 
below the average of women of other parts of India, 
not to speak of women of other countries. This 
entailed more caution on the part of the surgeon 
and the anaesthetist as well as a prolonged and 
careful preparation of the patient prior to the 
operation. 

As a general rule cases for abdominal operation 
were kept in the hospital for three to four weeks 
before operation to give them proper nourishment 
and dieting, to make the necessary examinations, 
to treat the pathological conditions and the septic 
foci in the body the commonest being pyorrhoea, 
alveolaris and scabies, as well as to make them 
acclamatized to the hospital conditions. Blood 
condition had to be improved in many cases where 
the haemoglobin value was below 60%. En- 
larged spleen and leucopaenia was the rule rather 
than the exception. 

The immediate pre-operative preparation did 
not vary much from the standard. Glucose 
drinks and calcium therapy were started a week 
before the operation. An ounce of castor oil was 
given 30 hours before the operation followed by 
a soap water enema in the evening. The patient 
was not starved. 

During the preparation of the field of operation 
on the previous evening, the abdominal wall was 
not shaved excepting the pubis and the vulva. 
The abdominal wall was scrubbed with a piece of 
gauze with soap and turpentine, followed by a 
second scrubbing with liquid antiseptic soap. 
It was then washed with sterile water and rubbed 
with 1 in 1000 spirit biniodide. The abdominal 
wall was kept covered with a sterile towel and an 
abdominal binder. An antiseptic vaginal douche 
with Tincture iodine, a dram to a pint of hot 
water and swabbing the vagina with tr. iodine 
finished the preparation. The whole process was 


repeated on the next inorning. Tincture of iodine 
was used for the final disinfection of the skin 
before the incision. 


Chloroform was used as the anaesthetic during 
the operations. It was supplemented with ether 
in some of the cases. Chloroform has been found 
to be the anaesthetic of choice in our hospital, 
although it has practically been given up in the 
British Isles, in the Continent and in America 
owing to its disadvantages, We are still using it, 
as it has been found to be quite safe in ordinary 
cases, it is cheap, easy to administer and uniform 
in its action. We had no case of death due to 
chloroform, in a series of 3500 gynaecological 
operations done so far, nor any case of delayed 
chloroform poisoning. Patients can stand chlo- 
roform quite well, without much systemic disturb- 
ance, most probably, due to the preponderance of 
carbohydrate in the Bengali diet as well as ab- 
stinence from alcoholism. 


As a routine no pre-operative narcotics were 
used. We did not notice any untoward effect 
due to this. Morphia was avoided to prevent the 
post-operative distension. 

Simplicity in the technique, with a small 
number of instruments, perfect and sure haemo- 
stasis and avoidance of undue manipulations in 
the peritoneal cavity were the guiding principles 
of the operations. The stumps were ligatured and 
cut rather than clamped and cut. 


Paramedian incision in the abdominal wall 
was the rule and a short incision was preferred to 
the long one. The sides of the incision were 
always covered with sterile towels to prevent 
skin contamination. 

The closing of the abdominal wound was 
done layer by layer. Continuous catgut suture 
was used for the peritoneum. Then a series of 
3 or 4 interrupted stay sutures of double silk- 
worm gut were put through the skin, subcutaneous 
tissue and fascia and brought out through the 
layers of the other side. The fascial layers were 
then apposed with continuous catgut suture. The 
skin margins were united with Michel’s clips. 
The stay sutures were then tied over a roll of gauze 
put over the incision. 

In case of prolonged operations or operations 
on debilitated patients 75 to 100 e.c. of 25% 
glucose solution was injected intravenously and 
in some cases it was supplemented by a pint of 
saline into the vein. 
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The usual post-operative routine included, 
electric bath, hot water bags, proctoclysis,morphia 
or luminal asa sedative and Fowler’s position. 
Sips of cold water and fruit juice were started in 
the evening unless there was excessive vomiting. 
Bowels were opened on the third morning with 
castor oil, followed by an enema if necessary. 
The abdominal binder was changed on the fourth 
day. The stay sutures were cut on the fifth day 
and clips removed on the seventh day. The inci- 
sion was protected with rows of sticking plaster 
on the abdominal wall. The patient was allowed 
to get up on the 15th day and walk about on the 
18th day. The early getting up of the patients, 
as advocated now-a-days, was not resorted to 
on account of the general lack of tone among the 
patients dealt with. 

Two patients died of post-operative shock. 
Both had prolonged operations and much intra- 
abdominal handling. The first one was an old 
debilitated woman of 55 years with a malignant 
tumour and the second had a big fibroid with 
adhesions, which had burrowed into the pelvis. 
The right ureter was accidentally cut during dis- 
section and the proximal end was transplanted 
into the rectum. 

Cases of mild vomiting were not uncommon 
and were treated with big drinks of sodii bicarb, 
to wash out the stomach. 

Severe and persistent vomiting were found in 
sixcases. Patients who werenot prepared owing to 
urgency usually had this symptom. They were 
treated with sodi bicarb drinks and with repeated 
doses of a compound powder consisting of hydrarg- 
subchlor, gr. }, chloretone gr ii, camphor and men- 
thol gr. } each and sodii bicarb gr ii. 

Intestinal paresis and abdominal distension 
were observed in eight cases and were treated 
successfully with fractional doses of calsmel, 
repeated injections of eserine sulphate gr.1 /100, 
intramascular injections of pituitrin 1 c.c. and in 
extreme cases a compound enema with pituitrin 
1 injected intravenously. 

Two cases died of acute generalised peritonitis. 
One had a pus tube ruptured during operation and 
another had an ovarian cyst densely adherent to 
the bowels. 

Three cases had post operative peritonitis 
and two cases suffered from post-operative 
bronchopneumonia. 

There were no cases of internal haemorrhage, 
acute dilatation of stomach, intestinal obstruction 
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suppression of urine, cystitis, phlebitis, urinary 
or foecal fistulae, rupture of the abdominal wound 
or pulmonary embolism or infarction. No foreign 
body was left in the abdomen in this series of cases. 
No case of ventral hernia has been reported as yet. 

The pre-operative and post-operative treat- 
ment of cases of transplantation of ureter into the 
rectum deserve a special mention as they differ 
from the ordinary routine. These inoperable 
cases of Visico-vaginal fistula required a longer 
preparation to improve their general health and 
cure the local unhealthiness of the skin. The 
lower bowels were made bacteria free, as far as 
practicable by daily bowel washes with 1 in 10,000 
mercurochrome solution, for a week before the 
operation, accompanied with low dieting. Uri- 
nary antiseptics were administered for a month. 
before operation and bladder washes were given 
for a week, with 1 in 5000 acriflavine lotion. One 
ureter was transplanted at a time. 

The post operative treatment is characterised 
by a close watch for the secretion of urine through 
the transplanted ureter,avoidance of blockage and 
prevention of undue movement of the bowels. A 
big sized catheter (No. 12) in put into the rectum 
and the end attached to a rubber tube immersed 
in a bottle of water. Liberal administration of 
glucose water by mouth, intravenous glucose 
injections are given to stimulate free secretion 
of urine. The bowels are kept free from accumula- 
tions of solid foeces by routine administration of 
liquid paraffin and liquid diet. No purgatives 
or eneMas are given. 

SUMMARY 

A general review of 187 abdominal sections 
done in the Chittaranjan Seva Sadan during the 
last 5 years, is presented. 

The pre-operative, operative and post-opera- 
tive complications met with in these cases have 
been dealt with. 

The mortality rate has been found to be 
3°2% of which 1% is primary. 
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DIAGNOSIS AND TREATMENT OF SOME URINARY 
COMPLICATIONS IN GYNAECOLOGY 
Lieut. Con. W. C. SPACKMAN, M.B., B.S. (Lond.), F.R.C.S.E., M.C.0.G., I.M.S. 
(From Grant Medical College, Bombay) 


There is no need tostress before such a gather- 
ing as the present one(*) the very close develop- 
mental connection between the urinary and gene- 
rative systems. I have felt however that in our 
wards and theatres the clinical and pathological 
connection might receive more attention, not 
merely on account of its very great technical 
interest but also because recognition and correc- 
tionof injuries and disorder. of the urinary organs 
can be of incalculable benefit to many of our 


patients. 

It is not my intention in the present paper to 
deal systematically with the very wide field of 
Urology as met with in our Gynaecological and 
Obstetrical Wards, but rather to refer to a few 
cases and conditions in my own experience which 
have been of great interest to me and which I hope 
will similarly interest you. 


Insuries TO URETERS 


A review of recent literature both of Urology 
and of Gynaecology reveals that injuries to ureters 
occur more frequently than is often supposed, 
especially in the practice of gynaecological surgery. 
As an example, we perform a difficult hysterectomy 
for carcinoma or a broad ligament tumour ; we 
have not perhaps been able satisfactorily to trace 
out the ureters to their entry into the base of the 
bladder and are a little doubtful in our minds as 
to whether in tying off the troublesome vessels of 
the broad and utero-sacral ligaments we have 
avoided the ureter ; or in clearing the ureter from 
its bed we suspect we have denuded it so that its 
walls cannot resist the unfavourable contact with 
the raw and perhaps infected tissues left behind. 
In the days immediately following operation, we 
look fearfully for suppression of urine or for uri- 
nary leakage from the vagina; neither appears and 
we say ‘no harm done’ ; but the patient has a very 
stormy convalescence and a lot of pain in one side, 
which probably ultimately settles down more or 
less, without our having formed any clear idea as 
to its origin. We have in fact tied off the ureter 
on that side accidentally without realising it and 


* Tenth All-India Medical Conference—1933 


the patient owes her recovery to the adequacy of 
her remaining kidney. 


Whilst rare, this happens I believe more often 
than we realise. I have notes of one such case 
where I afterwards verified the injury by cystos- 
copy and of another case where we suspected it 
but proved it had not occurred. 


The recognition of this accident is quite easy 
by chromocystoscopy, which gives clearer and 
more precise information on this and many other 
urological conditions than excretion urography 
(with uroselectan for example) behind which so 
many gynaecologists shelter. It is only when the 
bladder walls are greatly distorted that it may 
not be possible to locate with the cystoscope the 
points of entry of the ureters into the bladder and 
to watch for the indigo-carmine to appear from 
them that we have caused to be injected into the 
patient’s veins or muscles. 


Having recognised by these or other means 
that a ureter has been ligated, we have three pos- 
sible courses open to us. 

1. We may re-operate to divide the ligature, 
an exceedingly difficult procedure indeed. 

2. We may leave things as they are (if the 
other kidney appears adequate). 

3. Wemay doa nephrostomy as a temporary 
or permanent expedient. 


Which of these three courses we adopt will 
depend on the conditions present in the case in 
question ; if by ill fortune both ureters have been 
tied and anuria results, a condition to be diag- 
nosed by finding the absence of all secretion via 
the ureteric orifices (as seen by the cystoscope) 
associated with blockage at an appropriate dis- 
tance to the passage of a ureteric catheter up 
each ureter in turn, a rapid bilateral nephrostomy 
will probably be the only means of saving the 
patient. There are great technical difficulties in 
finding and releasing the ligature which occludeg 
the ureter at a secondary operation. 
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URETERO-VAGINAL FISTULA 

This is 
the result 


practically always traumatic (i.e. 
of operative trauma, sometimes 
unavoidable). It is characterised by a 
urinary discharge from the vault of 
the vagina whilst at the same time the bladder 
continues to fill and empty regularly under normal 
control. It is very important to distinguish this 
condition from two others, viz. a very small vesico- 
vaginal fistula, and a weak sphincter. The three 
conditions are liable to be confused especially in 
an uneducated patient. In all three the vagina 
is wet whilst the filling and emptying of the bladder 
continues. The diagnosis of uretero-vaginal 
fistula can usually be made without difficulty 
by chromocystoscopy, when we see the indigo- 
carmine coming down one ureter and not the other. 
There is however a very useful and practical test, 
which I do not remember to have seen described 
and which we call the two Swab Test. © You put 
a dry cotton swab into the vault of the vagina and 
another one below itin the lower half of the va- 
gina. Then put two ounces or so of methylene blue 
solution into the bladder which has been 
previously emptied by catheter. After waiting 
two or three hours the swabs are withdrawn and 
examined. If the upper one is blue the leak is 
from the bladder ; if the lower one only, then it is 
a case of weak sphincter. To distinguish a small 
V. V. fistula from a uretero-vaginal fistula, repeat 
the test twice, first as above and the second time 
after emptying the bladder give a dose of intra- 
venous indigo-carmine. uretero-vaginal fis- 
tula, the upper swab will be colourless the first 
time but coloured the second. 

Uretero-vaginal fistulae cannot be cured by 
operation per vaginum. It is therefore essential 
not merely to diagnose them from V. V. fistula, 
but to decide for certain from which ureter the 
leak is taking place. This can only be done by a 
cystoscopic examination. It would be a great tra- 
gedy for a patient suffering from a fistula from the 
right ureter opening perhaps into the left vaginal 
vault to have the left kidney removed to cure it. 

We had one case where there was spontaneous 
cure. The vaginal leak ceased and the ureter was 
found to be emptying normally into the bladder. 
In such a case, it is probable that the main con- 
tinuity of the ureter has not been interrupted but 
a small lateral opening has been made. This is 
called an incomplete uretero-vaginal fistula and 
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might afford a chance of cure by operation from 
below. Spontaneous closure occurs more often ; 
this involves occlusion of the ureter by scar tissue 
and consequent destruction of the kidney fune- 
tion on that side. 

We had two other cases of traumatic uretero- 
vaginla fistula, one following a Wertheim’s hysterec- 
tomy and the other a vaginal hysterectomy for 
prolapse. The latter case we treated in the follow- 
ing way. We exposed the pelvic portion of the 
ureter extraperitoneally through a median hypo- 
gastric incision and reimplanted it into the bladder. 
The case was cured by this and the kidney on that 
side continued to function so long as the patient 
was under observation; as this was only a few 
weeks, we cannot say more. It is said these 
cases often end in gradual loss of kidney 
function on the affected side. 

In the second case, where we had operated for 
carcinoma of the cervix, I did not like to reopen 
the tissues in the above way, but preferred to doa 
nephrectomy after ascertaining that the other 
kidney function was normal. This gave a very 
satisfactory result to the great comfort of the 
patient. 

VESICO-VAGINAL FISTULA 

The secret of successful operations in these cases 
is free mobilisation of the bladder. Provided this 
can be accomplished, they can be cured in nearly 
all cases. Perhaps on this side of India we see less 
severe cases than occur elsewhere, but we very 
rarely have failed to cure though we occasionally 
have to operate a second time to complete the 
closure. I am convinced that wide dissection and 
free mobilisation of the bladder are all-important. 
In recent years I have only seen one case where 
the only resort was rectal implantation of the 
ureters, and this had a very successful result, veri- 
fied some months after. 


PYELITIS 

These cases often give most grati- 
fying results to lavage treatment via the urevers 
with the ureteric catheter. We use a 5% solution 
of argyrol and it must be done without any anaes- 
thesia to avoid over-distension of the kidney pelvis. 
It is first essential to exclude either renal « alculus 
or renal tuberculosis as the cause of the pyelitis. 
In cases where urinary antiseptics fail, this form 
of treatment is most valuable. We have success- 
fully treated several such cases at the Motlibai 
Hospital. 
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DIATHERMY IN GYNAECOLOGY 
Capt, R. BHATTACHARYA, B. Sc., M.B. 
Calcutta 


_ “The employment of physical energies forms 
an essential part of the present day treatment of 
diseases, injuries and of new growths. They help 
to relieve pain, quiet inflammation, attenuate 
germs, restore normal function and improve the 
condition of the entire body’. Thus writes 
Kovacs in his monumental work on electrotherapy 
and the remarks are peculiarly applicable for the 
treatment of gynaccological conditions on account 
of the comparative ease with which electrodes 
and applicators can be applied directly to the 
lesion, which are, as a rule, readily accessible and 
form a geod conducting medium. 


The commonest complaints for which a woman 
comes to the gynecologist are amenorrhoea, men- 
orrhagia, metrorrhagia, dysmenorrhoea, leukor- 
rhoea, inflammation, infection and _ sterility. 
Physical therapy gives an invaluable aid to the 
gynecologist in the treatment of practically all 
of these conditions and often constitutes the 
“treatment of choice’’. 


A successful application of physical therapy 
entails however the fulfilment of several condi- 
tions :—(1) Undue stress should not be given to 
the local condition only but the patient must be 
considered as a whole, and it must be remembered 
that gynecological pathology often creates func- 
tional nervous disorders which may have a large 
influence on the symptomatology. (2). An 
accurate diagnosis is an absolute necessity, with- 
out which the underlying pathology cannot be 
determined and the proper indications for physical 
therapy cannot be gauged. Thus here, as in any 
other field, diagnosis is the “pivotal point’’, with- 
out which any treatment is of little avail. (3). The 
The role of the endocrine glands in maintaining the 
growth, full development and proper functioning 
of the female generative organs, must not be for- 
gotten, laying special stress on the ovaries. As 
McGuinness succinctly puts it woman is as 
well as her ovaries permit her to be’”’ ; as a matter 
of fact it is the ovary that makes for health or the 
lack of it. The function of this all important 
endocrine gland must therefore be carefully in- 


vestigated in every gynecological case and any 
“hormonic imbalance’? between the thyroid and 
ovaries on one hand and the pituitary and adrenals 
on the other must be corrected. 


It is thus clearly evident that the proper 
management of a gynaecological case is not such 
a simple matter as some of us would lead us to 
believe. A close co-operation between the gynx- 
cologlst and the physicotherapist is absolutely 
essential to ensure success and it is my firm con- 
vietion that with such co-operation and with the 
properly indicated constitutional and hormonal 
treatment, much better and quicker results can 
be obtained by physical measures in these diseases 
than without them. 


These physical measures fall under four 


general headings as follows :-— 


1. Hydro-therapy and graduated exercise. 


2. Treatment” by the administration 
of infra-red and ultra-violet rays. 


8. Electro-chemical measures popularly 
known as ionisation by means of the Galvanic 
current. 


4. Electro-thermal measures by diathermy, 
by means of which penetrating heat of a controll- 
able intensity may be directed through the affected 
organs or through the entire pelvic area. 


In this article we will confine ourselves to the 
consideration of diathermy only. 


The chief indication of diathermy in gyne- 
cology are inflammation and infection. Electro- 
chemical ionisation of zine and copper is its chief 
rival and some therapeutists have attempted to 
restrict the use of diathermy to gonococcal infec- 
tions and ionisation to infections of non-gonococcal 
Nature. But each method has its uses and limi- 
tations and each should be applied rather according 
to specific indications than to individual prefer- 
ence or dogmatism. 
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THE NATURE AND PROPERTIES OF THE 
DIATHERMY CURRENT 


It is fairly well known now-a-days that the 
diathermy current is an alternating current which 
changes its direction with such an extremely high 
frequency that it is unable to produce any chemical 
or electrolytic change i: the body or to stimulate 
excitable tissues. Hence its passage through the 
tissues is unaccompanied by any of the usual 
physiological effects produced by currents of lower 
frequency. Itmay consequently be passed through 
the body with a strength sufficiently high to heat 
the tissues lying in its path. This heat, unlike 
external heat applied to the skin, is generated with- 
in the tissues by the current itself and can be easily 
directed to deeper and distant parts with controll- 
able intensity. 


The primary effect of the diathermy current 
is thus heating of the tissues through which they 
pass and the degree of heat brought about by the 
agent follows the well known Joule’s law. The 
heat is thus (1) directly proportional to the square 
of the strength of the current, (2) directly propor- 
tional to the resistance of the circuit and (3) 
directly proportional to the time during which the 
current flows. Expressed mathematically, 
H=C? RT. The first and the third factors are 
perfectly obvious and can be accurately controlled 
by the operator. The factor of resistance brings 
about a certain anomaly, as, though the skin, 
bones and fats offer greater resistance to the flow 
of the current, they are not necessarily heated 
most because the current tries to flow through 
the alternating paths of lesser resistance offered 
by muscles and body fluids. Two additional 
factors come into play in the practical application 
of diathermy, viz., the size of the electrodes em- 
ployed and the vascularity of the part. 


Of the size of the electrodes, it may be taken 
as an axiom that the smaller it is in size, the larger 
is the amount of heat in its immedate neighbour- 
hood. This fact is utilised in directing the heat 
in a particular part, when a small electrode, which 
is the active electrode in that case, is placed as 
near to the part in question as possible and a 
much larger electrode, called the indifferent or 
dispersive electrode, is placed elsewhere. The 
part under the active electrode becomes strongly 
heated under such circumstances, whilst the dis- 
persive electrode is scarcely heated 
at all. By using a very small active electrode in 
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the shape of a needle or a small disc, and a large 
indifferent electrode, the heat generated under 
the former may be increased to such an extent 
as to boil or coagulate the tissues in contact with it. 
This local destruction of tissues constitutes what 
is called ‘Surgical diathermy” and is extensively 
used in gynaecology for the destruction of morbid 
growths or unhealthy tissues. 


The vascularity of the part undergoing dia- 
thermy treatment interferes with local heating on 
account of the blood stream carrying the heat 
away from the field of treatment and dispersing 
it tothe general blood stream. If the treatment 
is prolonged this may cause a rise in the general 
body temperature. 


The physiological effects of diathermy are 
due to the heating of the tissues as outlined above 
and are manifested by the following secondary 
results :-— 


1. Production of an active hyperaemia due 
to the local dilatation of the arterial channels, 
followed by an increased flow of lymph. This 
hyperaemia is deeper and is more lasting than 
that produced by application of external heat. 


2. An well marked and analgesic action on 
irritative states of the sensory nerves producing 
relief from local pain. A similar sedative action 
on the hypertonic condition of the motor nerves 
is also obtained which thus accounts for relieving 
muscular cramps, e.g. in fractures or of the un- 
striped muscles of the stomach or the intestines. 


8. Acceleration of local as well as general 
metabolism and absorption of inflammatory exu- 
dates. 

4. Effect on micro-organisms. The direct 
lethal action of diathermic high temperature on 
heat sensitive organisms like the gonococcus and 
the pneumucoccus has been utilised in their 
fullest extent in modern therapeutics. CUMBER- 
BATCH is the foremost advocate of the use of dia- 
thermy in gonorrhoea and its complications, and 
his method, more or less modified, has been adopted 
by clinicians throughout the world to rid 
this loathesome disease of some of its terrors, like 
arthritis, prostatitis, epididymitis, endocervicitis, 
salpingitis etc. The same rapid and direct results 
cannot be claimed for the heat resistant organisms 
like the streptococci and the staphylococci, but 
the benefit obtained from local: hyperaemia as 
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stated in heading (1) above cannot be ignored 
even in such infections. 


From a review of the mode of action of dia- 
thermy as outlined above, it becomes apparent 
to every clinician how important and useful 
diathermy is in gynaecological infections and in- 
flammations. 


oF APPLYING DIATHERMY IN 
Petvic ORGANS 

General Pelvic Diathermy : Two methods are 
available for the general heating of the pelvis, 
viz. Wo method and CUMBERBATCH’s method. 
In both, the dispersive electrode is a lead belt 
fitted around the lower abdomen at the level of 
the hips. In the former, the patient sits on a 
chair, the perineum resting on a saline-soaked pad 
which is placed on a sheet of lead or block tin 
accurately moulded to fit the part. CUMBER- 
BATCH uses as the active electrode an ebonite 
stem tipped with a metallic cone, the latter in 
metallic contact with a binding screw at the base 
of the instrument, the whole resembling in shape 
and size the largest size of a Hegar’s dilator. 
This electrode is introduced into the vagina and 
connected to one terminal of the machine, the other 
being in contact with the abdominal belt as men- 
tioned already. The cervix gets the greatest heat 
in this method, the ovaries and the tubes come next, 
and the rest of the pelvis is presumably heated 
chiefly by the blood stream, rendered possible 
by the close anastomosis between the uterine 
vessels and those of its appendages. The current 
should be very greatly increased till the meter 
registers about 1 ampere for the first treatment, 
which may be increased to 14 to 2 amperes at 
subsequent sittings. As the vagina is quite sen- 
sitive to increased temperature (though not to 
such an extent as the urethra), the patient’s sen- 
sations may be accepted as a rough guide. The 
treatment is repeated not oftner than twice a 
week. 

Vaginal, Tubal and Ovarian Diathermy : 
The method is the same as Cumberbatch’s method 
of pelvic diathermy as enumerated above. 


Cervical and Urethral Diathermy —CUMBER- 
BATCH uses as an active urethral electrode a thin 
metal tube three-sixteenths of an inch in external 
diameter, one end of which is rounded and closed. 
One and half inches from this end an ebonite disc 
is secured around the tube. Beyond the disc the 
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wall of the tube is open on one side. A thermo- 
meter is placed in the tube with its bulb at the 
rounded end. Its scale is visible through the side 
opening of the tube. Cumberbatch’s cervical 
electrode consists essentially of a hollow metal 
tube about 12 inches long and three-sixteenths 
of an inch in external diameter, the lower jth 
inch of which is bent to an angle of 130° with the 
longer part. A thermometer is placed inside the 
tube, the bulb of which has a corresponding bend 
and is located in the short end. This short end 
is inserted in the cervical canal. The indifferent 
electrode, both in cervical and the urethral appli- 
cations, is formed by the belt elcetrode mention- 
ed already. 

In actual practice CUMBERBATCH first applies 
the urethral electrode upto the ebonite disc and 
gradually increases the current till the patient 
feels a constant bearable heat. Any further 
increase of current changes the sensation of heat 
to one of pain. The current is maintained 
at the level at which this pain just disappears. 
The position of the meter at this point is carefully 
noticed and the current maintained for about 10 
minutes. The temperature attained will be in the 
neighbourhood of 112° to 114°F. 


The cervix is now treated at the same sitting, 
the aim being to heat the cervical canal to the 
same extent as the urethra. As the cervix is in- 
sensitive to heat, the patient cannot direct the 
operator in this instance and CUMBERBATCH has 
found by repeated experiments that by using his 
special electrodes, if the current is slowly increased 
to half of what was registered in the meter 
during the urethral application, the temperature 
in the cervix is approximately equal to that of the 
urethra. The current is maintained at this level 
for another 10 minutes and then slowly shut off. 

A simpler method of.applying urethral and 
cervical diathermy is by means of the Corbus 
Thermophore. The same instrument serves for 
both purposes, the temperature attained is easily 
read from the thermometer and there is no need of 
a complicated stand for fixing the electrodes as 
in the Cumberbatch method. The indifferent 
electrode is the convenient abdominal belt men- 
tioned before. 


SurGIcAL DIATHERMY 


(1). Electrodessication: In this method, a 
very high tension, high frequency current is allowed 
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to jump through an air space into a small growth, 
unhealthy tissue or an infected gland in the form of 
minute sparks. The sparks are directed to the 
affected part by a small needle connected to the 
diathermy machine, the needle being allowed to 
approach very close to the part without actually 
touching it. The shower of minute sparks which 
follow shrinks and dries up the growth which fall 
out after some time. This method is applicable 
only for very small growths or minute follicles 
of infected glands. 


(2). Coagulation: In this method the coa- 
gulating needle or dise is placed in actual contact 
with the affected part and the current is turned on 
till minute bubbles of gas due to actual ebulition 
begins to escape. The current is then shut off 
and the electrode removed. The treatment may 
be repeated after the slough due to the first treat- 
ment has separated. 


(3). Diathermy cutting: The only applic- 
ation of the “‘Radio knife” in gynaecology is 
Hyam’s method of conisation of the cervical canal 
for the treatment of endo-cervicitis or cervical 
erosions. Hyam’s electrode consists of a silicon 
tipped handle provided with a tungsten wire for 
cutting. When this is introduced into the co- 
cainized cervix and rapidly rotated with the dia- 
thermy current on, the whole of the affected mu- 
cosa can be cored out completely around the canal. 
The method is claimed to be without any risk if 
properly done and is considered to produce 
brilliant results. 


PracticaAL APPLICATION OF DIATHERMY 
IN Petvic DISEASES 


Small Growths and Glandula* Infections : 
Electrodessication forms a very effective method 
of treatment for destroying small superficial growths 
of the vulva, urethral caruncles, infection of 
Skene’s glands etc. Anaesthesia is as a rule not 
necessary, though for very nervous patients, in- 
filtration of the base of the growth with a few 
drops of novocaine solution may be required. 


Amenorrhoea: Physical therapy is  servic- 
able for cases of amenorrhoea caused by general 
causes like anaemia, endocrine imbalance, under- 
development and psychical disturbances, such as 
fear, worry, grief ete. The general and endocrine 
treatment enumerated in the opening of this dis- 
cussion are absolutely necessary for these cases 
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and diathermy forms only asupplementary measure. 
General pelvic diathermy by the intravaginal 
active electrode and the abdominal dispersive 
electrode is the method of choice. The consti- 
tutional treatment is aided materially by a course 
of general ultra-violet rays. 


Haemorrhage: Diathermy is contra-indi- 
cated as a rule in menorrhagia and metrorrhagia 
unless the bleeding is due to subacute or chronic 
inflammations. I prefer the application of infra- 
red rays and Galvanism in cases of subinvolution, 
hypertrophic endometritis or any condition giv- 
ing rise to circulatory stasis in the pelvis. Extreme 
care should be used in applying diathermy in chronic 
inflammations, restricting the treatment in the 
intermenstrual period, using low amperage and 
spacing the sittings farther apart than usual. 


Dysmenorrhoea: The congestive type of this 
complaint when inflammatory in origin, is amenable 
to diathermy, the treatment being given in the in- 
termenstrual period. The actual onset of pain is 
best treated by hot compress, hot douche, hot 
sitz-bath or the application of infra-red rays to the 
pelvis and back. Diathermy should only be used 
when demonstrable pelvic inflammatory lesions 
are present, the method of application being by 
the vagino-abdominal route. 

Infections: The usual pelvic infective or- 
ganisms are the streptococcus, gonococcus, coli, 
bacillus and the diptheroid. All these infective 
agents produce inflammation of the pelvic organs 
which are manifested either by exudate or adhesion. 
The actual lesions produced are vilvovaginitis 
caused by the leucorrhoea, cervicitis, endometritis 
cervical erosion, perimetritis and parametritis. 
Pelvic diathermy has the greatest field of useful- 
ness in all of these conditions and forms practically 
a specific in the gonococcal variety. The mode of 
action and the methods of application have been 
detailed already. CumBerBatcn’s method gives 
the best results and the routine procedure is some- 
what as follows :— 

A general pelvic diathermy by means of the 
intravaginal active electrode and the abdominal 
belt is given first and very frequently this is enough 
to clear up the leucorrhoea, vulvo-vaginitis and 
the endocervicitis. The urethra is then diather- 
mized, followed by cervical diathermy in the same 
sitting as detailed already. The results are 
usually very good, from 6 to 10 treatments being 
usually enough to effect a cure. 
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The discharge and the infection continues 
in some of the nongonococcal cases inspite of the 
diathermy treatment, and zinc or copper ionisation 
completes the cure in these instances. The ionis- 
ation is not repeated till all reactions due to the 
previous treatment have disappeared, usually in 
two weeks’ time. I am obliged to mention this 
alternating treatment in a discussion of diathermy 
on account of the splendid results obtained by it 
in an otherwise intractable condition which baffles 
all efforts of the clinician and entails endless 
misery and suffering to the patient. 


Endo-cervicitis: Though a part of an in- 
fection, this condition requires a special consider- 
ation on account of the importance of physical 
measures in its treatment. Milder degrees of this 
condition frequently disappear by means of cer- 
vical medical diathermy as detailed already. For 
well marked cases requiring special traetment, 
two other methods are available. 


1. Surgical Diathermy—This may be em- 
ployed in the form of electro-coagulation or of the 
cutting current. Electrocoagulation is performed 
by inserting a cervical electrode in place and em- 
ploying a greater intensity of current than what is 
necessary for medica] diathermy. A _ whitish 
coagulation will appear all around the cervical 
electrode and the slough will separate in a few 
days leaving a clear granulating surface. The 
method is, however, not satisfactory, as there is 
tendency to secondary haemorrhage and a large 
amount of scar formation with perhaps subse- 
quent stenosis. 


The cutting current by Hyam’s method of 
*‘Conisation”’, as has been detailed already under 
the heading of surgical diathermy, has been in vogue 
in present times and has been highly spoken of by 
gynaecologists, but the success of the operation 
depend absolutely on the skill of the operator in 
employing a current of proper intensity with such 
dexterity that actual cutting and not coagulation 
may take place inside the cervical canal. The 
latter event will be followed by scarring and 
stenosis with disastrous results. 


2. The best method according to me, which 
is absolutely without any risk, and which is as 


JOURNAL 
I, M. A. 


sure in its results than the other method is copper 
ionization. I must stress this all important 
Measure again in this connection, which, in my 
own hand has given almost a 100% cure. In 
this method a copper electrode, connected to the 
positive pole of a galvanic generator, is introduced 
into the cervix, the indifferent electrode, connected 
with the negative pole, being placed in the lower 
abdomen or back. On passing a current the copper 
ions, driven off from the metallic electrode, in- 
filtrate the cervical mucosa and all its crypts with 
green oxychloride of copper and effectively 
sterilize them. The treatment is repeated in about 
two weeks’ time if necessary. Very frequently, 
a single sitting is enough for a cure. 


Cervical erosions frequently heal after the 
eradication of the causative endocervicitis by one 
of the above methods. Those which are still left 
are best destroyed by electrodessication by direct- 
ing minute diathermic sparks on them as detailed 
already. 

General pelvic inflammations: Abdomino- 
vaginal or abdomino-sacral diathermy is the most 
satisfactory agent for the conservative treatment 
of chronic pelvic inflammations due to any cause. 
The only contraindication is the presence of walled- 
in pus or large bleeding tumours or cysts. The 
diathermic treatment relieves pain, diminishes the 
size of pelvic masses or exudates and aids in com- 
plete restoration. Even if operation becomes 
necessary later on, the manipulations become 
easier, there is less danger of rough handling of 
the parts and the convalescence is consequently 
speedy and uninterrupted. 


CoNCLUSION 


I hope I have been able to bring to the notice 
of the clinicians the possibilities of physical therapy 
and diathermy in particular for the treatment of 
gynaecological conditions. I need no apology for 
bringing forth this newer agent before the profes- 
sion, as I am sure that given the co-operation of the 
clinician both in accurate diagnosis and in the 
institution of the properly indicated constitution- 
al or hormonic treatment, much relief and often a 
clinical cure can be offerred to the poor sufferers 
by these newer forms of treatment, 
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RESUME OF THE PROGRESS IN ENDOCRINOLOGY OF 
INTEREST TO GYNAECOLOGISTS & OBSTETRICIANS* 


Mrs. DADABHOY, m.p. (Lond) 
Bombay 


The science of endocrinology constitutes one 
of the newer advances in the development of 
medicine and is virtually a contribution of the 
20th century. Gynecological interest in endocri- 
nology is at present focussed almost exclusively 
on the hormones of the ovary and the pitui- 
tary gland particularly the anterior lobe. Even 
within these narrow limits we have a subject of 
such complexity and with such a voluminous 
literature that it would be impossible to review 
the whole subject within the time limit of 20 
minutes alloted this afternoon. I shall therefore 
only touch briefly on certain matters which are 
of practical importance only. 


From practical point of view the problems con- 
cerned with the reproductive function in the 
human female are classified as follows :— 

(1) Puberty and the developement of second- 
ary sex charactcristics. 

(2) Menstruation. 

(3) 

(4) Menopause. 


Pregnancy—Parturition—Lactation. 


PUBERTY 


Iu earlier days it was thought that 
the only function of the ovaries was to pro- 
duce ova and the discharge of these ava stimu- 
lated the necessary tissues te puberty. It is defi- 
nitely established by various experiments on ani- 
mals and from clinical evidence in the human 
being that the ovary produces some kind of in- 
ternal secretion that stimulates the reproductive 
apparatus. 

MENSTRUATION 

The hormone concept of menstruation belongs 
practically to our generation, for it was not until 
1899 that it was established that the essential role 
of the ovaries is dependert on the internal secre- 
tion. Uptothat time it had been believed that the 
influence of the ovaries is exerted through the 
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nerve channels. The present day view point is that 
the ovary possesses two distinct hormones. One 
of these is folliculin the characteristic hormone of 
the active Graafian follicle. With the cessation 
of menstruation the follicle begins to mature and 
gives out ovum (i.e. ovulation). During the pro- 
cess of maturation folliculin is secreted in increas- 
ing amount. This produces two chief effects in 
the uterus viz: hyperaemia and growth in the 
endometrium and the musculature. With the 
rupture of the follicle corpus luteum is formed. 
This corpus luteum produces two hormones viz : 
folliculin and progestin. The folliculin effect 
on the endometrium is carried beyond the ovula- 
tion phase but in addition the endometrium is 
subjected to the influence of progestin. This 
latter is responsible for the secretory activity of 
the uterine glands. Thus the folliculin hormone 
acts from the end of one menstrual bleeding to the 
begining of the next whilst the progestin acts in 
only the later portion of the inter-menstrual period. 
The next stage is retrogression of the corpus 
luteum and the endometrial desquamation pro- 
ducing menstrual bleeding. That the periodic 
structural changes in the ovary depend upon a 
force external and distant from the ovary was 
suggested by Foa as early as 1900. The com- 
plete dependence of the ovary upon the hormonal 
influence of the pituitary was not realised however 
until the independent and simultaneous epoch- 
making discoveries of SmirH and ENGLE and 
Ascnuurim and ZonvEeKk. The controversial ques- 
tion is as regards the unity or duality of sex hor- 
mones produced by the anterior pituitary lobe. 
ZONDEXK has urged on two separate hormones and 
he calls them (1) Prolan A, follicular ripening and 
follicle producing, (2) Prolan B, concerned with 
the luteinization and production of progestin. 
Many other investigators however believe the two 
effects represent merely different phases in acti- 
vity of the same principle, 


: 


PREGNANCY 


It has been cited that the endometrium 
becomes rhythmically sensitized for the 
reception of a fertilised ovum during the latter 
third of each menstrual cycle. When the con- 
ception has taken place the nidatury changes in 
the pre-menstrual endomentrium due to influence 
of the corpus luteum hormone i.e. progestin conti- 
nues in an accentuated form until the fertilized 
ovum is securely embedded in the uterine cavity. 
The corpus luteum continues its function for at least 
eight weeks of pregnancy. It is assumed that the 
trophoblast evokes a force capable of maintaining 
the integrity of the corpus luteum. This protec- 
tive influence is effected through the medium of 
the antericr pituitary lobe. As early as 1910 
FRAENKEL demonstrated that the corpus luteum 
is not merely concerned with the sensitization of 
the endometrium for nidation but that its influene 
is essential for some time after implantation of 
the fertilized ovum until the placenta is developed. 
This does not imply that the process of gestation 
ean proceed after this period without the aid of 


progestin. 


and have demon- 
strated considerable quantities of anterior pitui- 
tary sex hormone in the human placenta. Zon- 
DEK also says that the moment the ovum is em- 
bedded i.e. on the 4th or 5th day afterthe expec- 
ted period the entire organism is flooded with the 
anterior pituitary sex hormone. He also says that 
this hormone is not only produced by the pitui- 
tary but by the placenta, as in hydatid mole and 
chorionepithelioma there is larger amount of this 
hormone than in normal pregnancy. Novak 
brings in his theory of triangular inter-relationship 
i.e. the trophoblastic tissue stimulates the anterior 
pituitary lobe and this in turn calls forth marked 
luteinization of the ovaries as noticed in those 
suffering from chrionepithelioma. 


PARTURITION 


Roncy observed that the injection of a few 
e.c.of blood of parturient woman caused marked 
increase in rythm and strength of the uterine con- 
tractions in instances of uterine inertia. More re- 
cently, in 1930, PEREz transfussed 50 to 300 c.c. of 
blood from parturient women and induced labour 
at term. The ovaries could be definitely excluded 
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as a factor in the process of partutition since it is 
known that bilateral oophorectomy does not in- 
terfere with the process. It is assumed that the 
placenta takes up the function of the ovaries and 
produces large quantities of estrin (folliculin)and 
probably also progestin. Experiments of Knaus 
show that the progestin maintains the pregnant 
uterus in a state of quiescence throughout the 
course of pregnancy and the pregnant uterus 
becomes quite sensitive to pituitrin when the 
corpus luteum begins to decline at term. PARKES 
and BELLERBY showed that the high estrin con- 
centration in blood during the close of pregnancy 
is an important factor in the initiation of labour, 
and also that estrin is capable of stimulating the 
posterior lobe of the pituitary. This sensitizing 
effect of estrin was admirably demonstrated by 
PaRKER who showed that the injection of estrin 
alone over a period of 12 hours did not produce 
abortion in the mouse, nor did 4 minims of pitocin 
alone. If however the last injection of estrin is 
followed by injection of 4 minims of pitocin abor- 
tion invariably followed. It has been shown that 
the anterior pituitary sex hormone declines at 
the end of pregnancy resulting in cessation of 
progestin production. There is however no corres- 
ponding reduction in the quantity of estrin. On 
the contrary estrin is found in larger quantities 
in the blood of pregnant women. This makes 
us assume that the estrogenic placental hormone 
is responsible for evoking the production of larger 
quantities of estrin in the blood and the urine of 
pregnant women at term. 


LACTATION 


Nothing definitely is known as to the 
hormonal influence on lactation. Experi- 
ments show that estrin and anterior pituitary sex 
hormone are probably concerned with the enlarge- 
ment and secretion of the breasts respectively. 


MENOPAUSE 


Role of Ovaries: The major symptoms are 
apparently due to gradual decline of the ovarian 
function. Kiscu says that there is a gra- 
dual thickening of the tunica albugenea preventing 
rupture of the follicles which become cystic. It is 
this follicular cystosis that accounts for the irre- 
gular bleeding at the onset of menopause. HuwrEr 
describe the degenerative and sclerotic changes in 
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the stromal tissue which compress the follicle 
leading to its fatty degeneration and finally turn- 
ing it inte fibrous tissue. 


Role of Pituitary: FLUHMAN and Mazer 
have demonstrated excess of anterior pituitary 
hormone in the blood of women at menopause. 
This is due to the hypertrophy of the gland. This 
hypertrophy is only temporary as some years 
after the establishment of menopause there is no 
excess of pituitary in the blood of these women. 


DIAGNOSIS OF PREGNANCY 


ASCHHEIM and ZonDEK were the first to dis- 
cover that the urine of pregnant women contain 
large amount of anterior pituitary sex hormone. 
The amount gradually increases from the first 
few weeks of the gestation until it reaches its 
maximum at the 5th month when the hormone 
gradually diminishes until at term. The test is 
based on the presence of this hormone in the 
whole urine of pregnant women and its effects 
on the ovaries of suitable laboratory animals. 


METHOD 


Five immature mice are used. Warm urine is 
injected subcutaneously, 4 ¢.c. in course of 2 days. 
The animals are killed on the 4th day after the 
first injection and the ovaries are examined with 
a magnifying glass which show hoemorrhagic 
spots and yellow protrusions (developed cor- 
pora lutea). The test is reliable in 95% of cases. 
Unfortunately there are large number of false posi- 
tives. FRIEDMAN modified this test by using 
unmated rabbits isolated for 3 weeks, the normal 
period of gestation. Intravenous injections of 
urine are Made in the marginal vein of the rabit’s 
ear. 5 c.c. of urine injected evokes characteristic 
changes in the ovaries within 24 hours. False 
positives are considerably reduced by this method. 


Modified Friedman Test : (MORTON VESSEL.) 
7 c.c. is used instead of 5 e.c. Female rabbits, 
not particularly virgin, may be employed. This 
test is used as routine in all cases where amenor- 
rhoea has exceeded 10 days. The majority of 
errors occur in cases of amenorrhoea of ten days 
duration or less. For this group of patients the 
test is further modified viz: the initial injection 


ENDOCRINOLOGY 


395 


of 7 c.c. is the same as above. Another injection 
of 7 c.c. of the same urine is made the next day. 
Autopsy is performed after 48 hours of the Ist 
injection. 


DIAGNOsIS OF THE DEATH OF THE OvuM 


Aschheim-Zondek test has given disappoint- 
ing results. Freidman’s test becomes negative 
within 7 to 10 days. In ectopic gestation the test 
remains positive for 34 weeks after the onset of 
vaginal bleeding. The test remains positive if the 
pregnancy is of longer duration. 


DraGnosis oF HypatTip 


Larger quantities of anterior pituitary sex 
hormone are present in the urine, therefore, about 
1/520 to 1/260 c.c. of urine would be enough for 
injection. The test remains positive for at least 
2 months after the expulsion uf the mole although 
there may be no evidence of chorionepithelioma. 
It should disappear completely after 2 months. If 
it persists or if it reappears after being negative 
chorionepithelioma may be suspected even in the 
absence of bleeding. 


DIAGNOSIS OF CHOROINEPITHELIOMA 


It is hazardous to curette for the diagnosis of 
chorionepithelioma. The Aschheim-Zondek test is 
of immense value in the diagnosis and prognosis 
of chorionepithelioma. It is valuable in determin- 
ing the completeness or incompleteness of the re- 
moval of the hydatidiform mole. After extir- 
pation of the chorionepithelioma metas- 
tasis may be diagnosed before the clinical symp- 
toms manifest themselves. Fatsuscu places so 
much reliance on the test that he desisted from 
operating on a bleeding woman whose curettings 
were diagnosed as chorionepithelioma because 
the Aschheim-Zondek test was negative. The 
woman did not develop any malignancy. 


MENSTRUAL DISORDERS 


Two groups are of special interest, viz: (1) 
difficiencies of menstrual flow, complete or par- 
tial, associated with sterility (2) menorrhagia and 
metrorrhagia. It is suggested that both may be 
of the same genetic origin and may be symp- 
toms of hypofunction of the ovaries, either prim- 


\ 


—— 
| 


JOURNAL 
I, A. 


896 DADABHOY 


ary or secondary to the pituitary dysfunction. 
There is nonrupture of the follicles. The num- 
ber of such atretic follicles go on increasing. 
There is collection of follicular hormone, which 
stimulates the uterine endometrium and brings 
the uterus to the intermenstrual phase. As these 
follicles do not rupture there is no formation 
of corpus luteum consequently no formation of 
premenstrual phase and no menstruation result- 
ing in amenorrhoea. Later the endometrium be- 
comes hyperplastic due to continued stimulation 
by the follicular hormone. Finally due to rupture 
of this hyperplastic endometrium or due to a 
chance formation of corpus luteum from gradual 
accumulation of the luteinizing hormone exces- 
sive bleeding results and continues for a long 
time resulting in menorrhagia and metrorragia. 


ORGANOTHERAPHY 


So far organotherapy has proved very dis- 
appointing. The 3 hormones available are Folli- 
culin, Anterior Pituitary and Progestin. Folliculin 
(estrin) is tried in amenorrhoea and 
oligemenorrhoea. The commercial preparations 
are Theelin, Estrogen, Amniotin, Menformon, 
Progynon, Folliculin and Theelol. 


ANTERIOR PITUITARY SEX HORMONE 


It acts chiefly on the ovaries and is useful in 
uterine bleeding of puberty and adolescence. It 
is useless in the bleeding of menopause. The avail- 
able preparations are Prolan, Folliuetin and Antui- 
trin S. The instability and the high cost of the 
available standardised products of the anterior 
pituitary lobe made it imperative to devise a 
means of procuring the hormone in its natural 
state and at a cost within the means of an average 
patient. Zam«Korr solved the difficulty by em- 
ploying concentrated urine of pregnant women. 
He called his product Gravidan. Following 
Zamkoff’s suggestion others began to employ urine 
in its natural state without concentration. The 
technique is simple. The urine cf women in the 
first two to three months of pregnancy is obtain- 
ed, (in order to secure the anterior pituitary 
hormone comparatively free from estrin.) The 
urine of women at the 5th month of pregnancy 


contains larger quantity of this hormone but 
there is always a fair amount of estrin mixed 
with it. In pregnancy near term the hormone is 
considerably diminished. Filtered urine is used. 
It is kept in sterilised tubes in a refrigerator. 
This will keep urine bacteria-free till the end of 
a week without any preservative. The amount 
of urine injected is 20 c.c. every other day. As 
many as 14 injection could be given without 
producing any deleterious effect on the patient. 


PROGESTIN 


Progestin as yet cannot be obtained in a stable 
form. There are good many makes of corpus- 
luteum in market. It has been recommended for 
dysmenorrhoea and sterility. 


ORGANOTHERAPY IN DySMENORRHOEA 


Knaus Rosson, REYNOLDS and ALLEN say 
that the corpus luteum secrets a hormone which in 
the presence of estrin desensitizes the uterine 
muscle against the action of posterior pituitary 
hormone which is its natural stimulant, and re- 
duces its spontaneous activity. The question 
arises whether dysmenorrhoea is due to absence 
of this desensitizing hormone and whether injec- 
tions of corpus luteum or luteinizing doses of 
anterior pituitary would not prevent pain. The 
treatment in suitably chosen cases has given a 
very encouraging degree of success. 


ORGANOTHERAPY IN MENOPAUSE 


We have very little knowledge of what takes 
place in the sphere of sex hormone at this epoch. 
Our concept of the theory of causation of meno- 
pause is that it is due to absence of ovarian 
function, that is, natural cessation of ovarian 
secretion. Kurzrok has shown that whereas in 
artificial menopause the hormones are necessarily 
absent in cases of spontaneous menopause these 
hormones may or may not be absent. Thus 
treatment of menopause by estrin containing 
substances has not met with uniform 


success. 
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EDITORIAL 


Maternal Mortality in India 


The remarks made by Dr. Mupariar, the 
President of the Obstetric Section of the tenth 
All-India Medical Conference, once more point 
out to us the various problems of maternity 
and child-welfare,—problems which we have not 
been able to tackle efficiently. It has been 
shown by him, as by many others previously, 
that the maternal mortality rate in India is 
about six times as high as that of the many 
advanced European countries ; but so far very 
little has been achieved or done to lower this 
heavy mortality incidence. The climate of the 
country has been blamed too often but we are 
convinced that the climate alone is not at fault. 


A review of the official reports for India 
shows that advance in this branch of Public 
Health Work has been extremely slow and it is 
only by looking back over a considerable num- 
ber of years that we can appreciate progress at 
all. The number of women doctors has increased 
almost more rapidly than the country could 
absorb them. It was hoped that they would help 
the country in preventive work. But up to the 
present they have been solely engaged in cura- 
tive work and their role in preventive work has 
been insignificant, The need for doctor is, of 
course, not adequately met but need and ability 
to support them do not go hand in hand. 


Many hospitals have been opened but the 
maternal mortality figures of the different pro- 
vinces have remained almost stationary. Only 
Bengal has an average low figure due to the rural 
and urban death rates being about the same but 
in the other provinces the urban death rates 
still being very high the averages are very much 
higher, This has also shown, as Dr. Mudaliar 
remarked, that rushing through maternity sche. 
mes, without proper personnel and traired staff, 
as has been done in some cities, does more harm 
than good because here volume of work being 
great quality is sacrificed, 


COMMENTS 


Several official and non-official institutions 
have undertaken some educational work. The 
Maternity and Child-welfare Section of the All- 
India Institute of Hygiene and Public Health, the 
Lady Chelmsford League, the Victoria Memorial 
Scholarship Fund, the Sarojnalini Memorial Asso- 
ciation and several others have honestly attemp- 
ted to render some service in this direction but 
due to the inherent defects, viz. lack of funds and 
top-heavy administration, their efforts have not 
been very much successful. Only Rs.  15,000/- 
are granted annually to the non-official institu- 
tions in Bengal for the training of dais and mid- 
wives. It is evident why the progress has been 
so slow, 


* * 


Research in Obstetrics and 
Gynaecology 


We welcome Dr. MupDaALIAR’s suggestions 
for organising post-graduate studies in Obstetrics 
and Gynaecology, founding Provincial Obstetri- 
cal and Gynaecological Associations and starting 
special journals on these subjects. Without in- 
ereasing our efficiencies we cannot hope to do 
much in the prevntion of maternal and child- 
mortality, and efficiency cannot be increased un- 
less there is ample scope for research work Our 
universities and hospitals ought to realise that the 
real service to the nation would be to aim at a 
healthy and vigorous posterity and it is through 
a training of our women, our midwives and our 
doctors that we can hope to have it. 


Every civilized country has its associations 
of specialists of different branehes of Medicine. 
Not only there is an well-organised association for 
the whole country but there are also the provin- 
cial and sometimes even district associations. 
These are very much essential for the progress of 
Scienec because it is through such associations 
only that organised public health campaigns can 
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be undertaken, and demands can be made for re- 
forms and enactment of new legislations. The 
attempts of the Corporation of Madras to work on 
these lines are really commendable. Moreover 
these associations afford opportunities to the 
specialist to meet from time to time and the value 
of such congregations is immense for they create 
an atmosphere of learning and help in the ex- 
change of ideas and working out of plans. If 
these associations have their own organs the work 
is much facilitated. It is, therefore, high time 
that in India we start our associations and 
journals. We congratulate Dr. Mudaliar on his 
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being successful in founding the Madras Associa- 
tion, The other provinces should no longer lag 
behind. 

The Indian Medical Association, during the 
last few years, has shown that an organisation 
of the medical profession in India is not impo- 
ssible. It is in fact a fait accompli. Now we 
desire that it should have, under its folds, differ- 
ent sections with manifest activities, of which 
the association of medical specialists will be one. 
We shall welcome activities in this direction 
from our colleagues and we shall do all in our 
power to make such attempts fruitful. 
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Every woman who bleeds after the menopause 
has a cancer of the uterus 


Ducuine (Am. J. Cancer. Vol. XX. No. 1, 
1934) in support of the contention heading this 
article, reports a series of 326 cases of postmeno- 
pausal vaginal bleeding observed from 1920 to 
1931. His classification of these cases is as 
follows : 256 cases of cancer of the cervix; 34 
cases of cancer of the corpus, 3 cases of cancer 
of the ovary, 33 conditions other than cancer. 
The 33 conditions other than cancer were metritis 
in 23 cases, uterine fibroid in 9, and a cervical 
polyp in one. In 6 of these supposedly benign 
cases, however, cancer was subsequently proved 
to be present. The proportion of malignant 
cases, therefore, is 299 out of 326 or 92 per cent. 


If the cases of cancer of the cervix, which are 
recognizable as a rule by external examination, 
are eliminated, as well as the 8 cases of cancer of 
the ovary, then 60 per cent. of the remaining were 
cancer of the curpus. 


In the discussion the point is brought out that 
since these statistics come from an anticancer 
center, they are obviously weighted with an un- 
usual number of malignancies. The presence of 
only one case of cervical polyp and no cases of 
endometrial polyps among 326 cases of postmeno- 
pausal bleeding is almost sufficient evidence in 
itself that this is not an average sample of such 
cases. Other investigators have found the relative 
frequency of malignancy in postmenopausal bleed- 
ing as follows : 


Fahmy, 43.12 per cent., (J. Obst. and Gyn. 
Brit. Emp. 40 : 506, 1933) Kantner and Klawans, 
68.4 per cent. (Am. J. Obst. and Gyn. 24; 192, 
1932) Zweifel, 87 per cent. (Deutsch. med. Woch- 
schr, 56 : 1388, 1930). 


Intravenous Mesothorium Therapy in Female 
Genital Carcinoma 


GUNTHER SCHAEPER reported the treatment 
of cancer by mesothorium intravenously. 29 cases 
are considered, of which 15 were cancer of the 
cervix, 11 cancer of the ovary, one a malignant 
ovarian tumour of undetermined type, one a car- 


cinoma of the vagina, and one acarcino a of the 
caecum. In all cases the mesothorium injections 
were given in addition to other methods of therapy, 
such as operation, radium, or X-rays, the dose 
amounted to 3 micrograms perce. Injections were 
given, as a rule, about every other day, the total 
number varying between ten and fifty. In one 
group were those cases which had previously re- 
ceived radium or X-ray treatment. The injections 
were very badly borne, however, by all who had 
received combined radium and X-ray ther. py 
three to six months previously. 


The second group included those patients, 15 
in number to whom radium or X-ray treatments 
were given simultaneously with the mesothorium. 
Untoward results were fewer here than in the 
first group. 


In conclusion the author admits that meso- 
thorium can have only a secondary place in the 
treatment of female genital carcinoma, for local 
healing was never attained and improvement of 
the general conditions was observed in only a few 
cases. In many cases there were definite signs of 
a general intoxication, such as rise in temperature 
with chills, vomiting and diarrhoea. In three 
cases, bleeding followed the treatment, but whether 
the mesothorium was responsible cannot be said 
with certainty. 


(The present trend of opinion is against ad- 
ministering any radio-active substance intraven- 
ously). 


Histological Classification of Cancers of the Uterine 
Cervix, and the relation between Cellular Struc- 
ture and Prognosis after Radium Treatment 


R. G. Marrpnant (J. Obst. and Gyn. Brit. 
Emp. 40: 444-450, 1933) has reviewed the histo- 
logic preparations belonging to 236 cases of car- 
cinoma of the cervix admitted to the Royal In- 
firmary, Cardiff, in the past tea years. The 
cases Were taken consecutively, those being omit- 
ted in which the material was unsuitable for re- 
liable histologic grading, as in cases with superad- 
ded inflammatory or degenerative changes. Sett- 
ting aside the adenocarcinomas, SCHOTTLAENDER 
and KERMAUNER divided the solid cancers of the 
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cervix according to the degree of anaplasia, into 
mature, semi-mature, and immature types. The 
author gives reasons for preferring MARTZLOFF’S 
grading, which is based on the appearance of the 
individual cells of which the main mass of the 
tumor is composed. 

Of the 236 cases, 10 were glandular cancers. 
In the remaining 226 solid or epidermoid cancers 
it was possible to recognise the cell types which 
MarrzLorr has named spinal, transitional and 
spindle. Most of the solid cancers contained all 
three cell types, only 21 per cent. consisting solely 
of one type, 9.7 per cent. of the spinal-cell and 
11.5 of the transitional cell tumors were pure cell 
forms, while no pure spindle-cell tumors were 
found. Classified according to the predominant 
cell type, 30.9 per cent. of the solid tumors be- 
longed to the highly differentiated spinal form. 
At the other extreme was a small group (13.3 
per cent. of the cases) in which the tumor con- 
sisted of closely packed spindle cells, usually mixed 
with small round and polyhedral cells. Between 
these two extrenies was a large intermediate group 
(55.8 per cent.) in which the tumors consisted 
mainly of transitional cells and showed moderate 
anuplasia. This class is large because there is a 
tendency for it to receive all cell types which are 
not typically spinal or spindle in character. Al- 
though the occurrence of cornification could usually 
be taken as evidence of a mature cancer, peurls 
Were occasionally seen in immature growths. 

In a consecutive series of 100 advanced cases 
it was found that the histologic type which showed 
the best immediate response to radium (local 
healing within three months) was the spindle- 
cell cancer (50 per cent.), the radiosensitivity of the 
other three histologic types being equal. (25 per 
cent. each). ‘The more permanent results were 
shown in 151 cases which had been treated for more 
than three years at the time of reporting as 
follows :-- 
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Early cases Advanced cases 
(Stages I, IT) (Stages III, IV) 
Cases Three Cases Three Total 
Cell Type treated year treated year Three year 
Survivals Survivals Survivals 
Spinal 7 28.6% 30 10.0% 13.5% 
Transitional 20 30.0% 66 6.0% 11.6% 
Snindle 5 10.0% 16 12.5% 19.0% 
Adenocarci- 
noma 2 50.0% 5 20.0% 28.6% 
Total.. 117 8.5% 
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Experiences with Radiological treatment of cancer 
of the Uterus and the Ovaries 


James Heyman states that (Acta radiol. 13 : 
329—333, 1932) owing to a number of local condi- 
tions, which need not be enumerated, the 
Swedish cancer material offers more acurate statis- 
tics on the results obtained than that of any other 
country. ‘The Swedish authorities have long in- 
sisted upon the necessity of completeness of figures 
in enumerating what have been termed ‘“‘ubsolute 
cures” in order to make possible comparisons be- 
tween the results of radiation by different clinics 
and between the results of radiation and surgery. 
The absolute cure rate nieans the number of pa- 
tients who are still alive ard free from symptoms 
five years after treatment compared to the total 
number of patients with the same disease who had 
applied for treatment ; in other words, no elimin- 
ation of inoperable or hopeless patients, but the 
inclusion of all the material. 

The records show that the total number of 
patients with cancer of the cervix applying to the 
Radiumhemmet during the thirteen years pre- 
ceding Jauuray 1, 1927, was 1237. Of these, 
259 are alive and well, an absolute cure rate of 20 
percent. The ten-year absolute cure rate of those 
treated from 1914 to 1921 were about 16 per cent 
but all patients who died of intercurrent disease 
are reckoned as having died of cancer, so that 
while the ten year figures are interesting, as has 
recently been pointed out, with the expectation 
of life being relatively low at forty-five to fifty- 
five years of age, the five year cures of cancer 
ought to be considered very satisfactory by the 
possessor. Of those who did not survive five 
years, some 60 per cent were greatly improved 
and were able to return” shorter 
or longer time to their occupations. The 
number of patients being refused treatment 
was about 6.5 per cent of all applicants. 
The basis for such refusal was advanced cachexia, 
distant metastases or fistulae. If the cure is com- 
puted on the basis of the treated cases alone, the 
percentage rises from 20 to 22. Of the 1157 
treated cases, some 73 per cent were inoperable. 
Of these inuperable and borderline cases the five- 
year cure rate was 16 per cent ; while the operable 
cases 41 per cent. Almost all these patients were 
treated by radium iusert.d into the uterus and 
vagina. During the last three years additional 
X-ray or teleradium exposures have been given 
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to the parametria, but as yet it is too soon to draw 
conclusions. With the improvement in technic 
which comes from experience, injuries following 
treatment are rare. Rectovaginal fistule are 
still occasionally produced. A serious aspect of 
the treatment, however, is mortality from sepsis 
and embolism, which amounts to about 2 per 
cent. 

Heyman differs from most of the other workers 
in this field in that he treats carcinoma of the body 
of the uterus with radiation instead of surgery. 
With 80 cases he has had a five-year cure rate of 
42.5 per cent but he states that in many of his 
patients the discase is extremely advanced. These 
figures are considerubly better than those obtained 
at the Curie Institute,which led to a discussion 
as to technic. The only suggestion which could 
be made by Heyman was that possibly he used 
much larger quantities of radium than was the 
practice at the institute, and that this may account 
for the better results. 


In cancer of the ovaries four groups have to 
be considered. Of 24 hopelessly inoperable patients, 
only 2 survived five years. Of 36 patients 
operated upon but not radically, 22 per cent went 
five years. Of 28 patients with recurrences after 
operation, 5 per cent went five years, and of 
46 rayed prophylactically after operation, 54 
per cent remained alive. In inoperable cases, 
and those incompletely operated upon, a pallia- 
tive result is often obtained which permits the 
patients to return to work and which often may 
be maintained for several years. There is no 
question as to the value of postoperative prophy- 
lactic radiation. It is also probable that surgical 
intervention should be preceded by radiation. 

In closing, the writer emphasizes the import- 
ance of two things in the successful treatment of 
eancer of the female pelvic organs,—especially 
organised clinics for the purpose and ample 
radium and X-rays. 


Some aspects of Radiotherapy in relation to 
Gynaecology 


The greater part of J. B. Kine’s (Edinburgh 
Obst. Soc. pp. 33-48, 1932-32) discussion is devoted 
to the radiotherapy of uterine carcinoma. The 
author recalls that, although palliative results had 
been obtained by the use of X-rays in inoperable 
cases as early 1902, six years after Roentgens’ 
discovery, their use was thereafter practically 
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abandoned for at least ten years, In 1927, Hey- 
man wrote ‘‘ Radiological treatment of cancer of 
the cervix uteri has, since its first searching 
efforts, scarcely fifteen years behind it. . During 
these years it has fought its way through the 
difficulties appertaining to the technique of the 
treatment no less than those of a financial and 
social order. Many a one, who has seen the great 
expectations of the first few years crumble up, 
has retreated disheartened. That is the reason 
why there are only six clinics that are able today 
to submit a fairly large number of radiologically 
treated cases which have been under observation 
for at least five years, Since 1927 there has been 
great activity in the realm of radiotherapy and 
in some sphere, although not in that of the 
uterus, the old story of non-fulfilment of too great 
expectations is recurring. ”’ 


After referring to recent reports from Munich, 
Paris and Stockholm, of 49.5 per cent, 55 and 48 
per cent five year cures, the author raises the 
question why it should be possible to cure 50 per 
cent of cases and no more, since radiation is not 
bound, as is surgery and the cervix is, by its form, 
its site and the type of carcinoma to which it is 
liable, almost ideal for the local application of 
radium. The problem of the radium treatment 
of the primary lesion may be regarded as virtually 
solved. The minor variations of technic now 
used in different clinics apparently do not matter 
greatly, so long as the cervix receives some 4000 to 
5000 mg. hours with suitable filtration, and routine 
care is taken of the patient. 


Apparently the patients who die after radic- 
therapy are those with infiltration cf the parame- 
trium and involvement of nodes not detectable 
clinically and lying beyond the field which has 
been effectively radiated. It is not easy to find 
accurate statistics relating to this involvement 
in fairly early cases. Ewt1ne’s collected series 
of parametrial involvement gives 53 percent. and 
it is a striking coincidence that the percentage of 
of five year cures comes to nearly the same figure. 
The unsolved difficulty thus seems to consist 
in the treatment of regional nodes and parame- 
trial involvement and the author believes the prob- 
lem can be attacked only by X-ray therapy. 
Various reports have shown a rise in the five-year 
cure percentage when X-rays were used as an ad- 
adjunct to radium. 
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The question of X-ray technic is largely a 
physical one. With apparatus giving 200,000 
volts using four fields of application and cross- 
fire action, it is not possible to get with certainty 
a dosage lethal to cancer cells at a sufficient depth ; 
but recently machines have been constructed 
which will give 400,000 volts and with their use, 
it should be posible to obtain homogenous radia- 
tion throughout the pelvis with every chance of 
eradication of carcinoma in this region. 


The author believes that skin cancer has never 
developed in patients receiving the highest dosages 
so farused. It is confined te a very different type 
of skin reaction, the chronic X-ray dermatitis, 
which is an occupational lesion following 
numerous small doses over a _ long period. 
The adage “the minor evil for the major good ”’ 
should hold in radiotherapy as in surgery ; 
radiologists are often limited in their dosage 
by the dread, both on the part of the doctor 
and patient, of the mildest skin reaction, yet no 
objection is raised to mutilating surgery. 


Inflammatory complications of radium therapy 
in cervical cancer: Technic of radium 
application 

In treating cancer of the cervix by radium, 
by the protracted method, requiring an applic- 
ation for eight days, the customary procedure 
has been to remove, cleanse, and reinsert the 
apparatus daily. H. BERNARD, in agreement 
with Petir-DuTaILiis, has arrived at the con- 
clusion that it is better to leave the radium in place 
during the entire treatment, since he believes that 
the rise in temperature is due to the trauma of 
the operation than to the radium itself. It has 
been observed that the temperature and pain 
following the application occur on the first day 
of application and falls during the day of rest. 
When the radium is left in place for eight days, 
it frequently happens that there is a steady fall 
in temperature from the beginning to the end of 


treatment. 


BERNARD has therefore adopted a technic in 
which the radium is not disturbed. The method, 
however, required certain precautions. Irrigations 
are begun with Dakin’s solution several days be- 
fore the radium is inserted and exuberant growth 
is treated by electro-coagulation. When the 
application is made, two small drains are placed 
in the vaginal vault, and these are irrigated daily. 
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Packing is changed each day, but the radium it- 
self is not removed. By this method BERNARD 
believes that he has eliminated trauma to a large 
extent and has reduced the incidence of inflam- 
matory complications. When there is the special 
complicating inflammation found in a definite 
salpingitis, the adnexa should first be removed 
by a surgical operation and the radium treat- 
ment of the cervix then carried out in the usual 
fashion. 


Following presentation of this paper, MADAME 
Simone LaporD discussed the infection, the in- 
fectious organisms cultured in 70 cases of cancer 
of the cervix and emphasized the role played by 
the entero-streptococcus, the anaerobic  strepto- 
coccus and bacillus nerfringens. Reference was 
made also to the virulence test of RUGE and 
Puiturp and the possibility of an increased viru- 
lence resulting from radium treatment. A dimi- 
nution in the risk of infection is not, in MADAME 
Lagorn’s opinion, obtainable by any local treat- 
ment such as the cautery and the vaccine therapy 
has not been very successful. Some hope is found, 
however, in the preliminary use of radium on the 
outside of the cervix and in the use of X-rays 
externally. When inflammatory complications 
are specially to be feared, a preliminary dilatation 
may be carried out, and the temperature observed 
for twenty-four hours before radium is applied. 

Peti™-DutatLuiE also took part in the dis- 
cussion sj eaking in favour of the surgical prepara- 
tion for radium treatment by curetting and cau- 
terizing growths. These procedures, in his opi- 
nion, decrease infection, decrease the intoxication 
from tissue to be destroyed by radium, and allow 
a more efficient application nearer the periphery 
of the growth. 


Radical Hysterectomy with Bladder Extirpation 
in Uterine Carcinoma 


SerpDuKoFF & LeEviTskaya state that owing 
to lack of radium or mesothorium at the pediatric 
and gynecologic institute in Moscow they have 
operated in many cases of uterine cancer which 
would otherwise be considered inoperable. Since 
1924 operation has been done in 80 out of 97 cases 
admitted (82.4 per cent.). Except in early cases, 
radical hysterectomy has been done, with resec- 
tion of the bladder and transplantation of the 
ureters into the sigmoid coloni, as a routine method. 
The sole contraindications to the latter procedure 
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have been nephritis, pyelitis, and metastasses 
to the rectum or distant organs. Operation is 
preceded by injection of B. coli vaccine, antigas 
gangrene-serum and Besredka antivirus with curet- 
tage and cauterization of the cervix. 


Nates are given on seven cases, in two of which 
the bladder was resected and the ureters were 
transplanted. Two of the patients are said to 
show complete cure, with ability to resume work, 
though one survived only six months and the 
other just over a year after operation ; four (in- 
cluding the two subjected to the extended opera- 
tion) died of postoperative peritonitis and the re- 
maining patient who had carcinoma of the ureter 
and bladder following an earlier operation for 
cervical cancer, died before the intended second 
operation was done. (The authors claim to have 
obtained 30 per cent. “‘good results”’ laying stress 
on ability to resume work, but they give no 
information regarding the after-history of the 
remainder of their 80 operated cases). 


Large cell ovarian carcinoma in Pseudoherma- 
phroditism 


E. Kiarren (Am. J. Cancer Vol. XX No. 1, 
1934) reported a typical case of large-cell ovarian 
carcinoma occurring in an eighteen year old pati- 
ent. This patient had never menstruated, her 
axillary and pubic hair was sparsely developed, 
the breasts were small, the external genitalia 
undeveloped and the clitoris hypertrophied. 


The tumor, was an extensive one having a 
retroperitoneal metastasis, and its removal re- 
quired the resection of about 40 cm. of ileum. 
The patient died six days after the operation with 
symptoms of peritonitis. 


The tumor was of medullary consistency and 
contained numerous central necroses. The cells 
under the microscope appeared large and round 
with epithelial characteristics filled with glycogen. 
Alveolar arrangement was present, the individual 
cell groups being surrounded by a stroma infil- 
trated with lymphocytes. The uterus was strik- 
ingly small and atrophic. Two photomicrographs 
are included. 


Cystadenoma of the Ovary 


W. R. Wittiams (M. J. & Record 136: 
465 : 466, 1932) discusses the origin of the cysta- 
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denomata of the ovary and points out that Pou- 
PINEL (Arch. de physiol. 9, 394, 1887) considered 
them as teratoid growths in which the entodermal 
derivatives dominated the picture, a point of view 
on which, he believes, pathologists have been in- 
different. On the contrary, there has been a good 
deal of discussion on the matter. For example 
RriBBert (Die Geshwulstlehere 2nd ed. 1914 
page 701) says ‘‘the close resemblance of the epi- 
thelium of the ovarian cystomata to that of the 
mucous membrane of the intestine has led to the 
suggestion by Hanav that it actually is of such 
origin’. RrBBERT shows in figure 610 that the re- 
semblance may be very close because the gland 
tubules may on occasion be surrounded by smooth 
muscle. He then goes on to say that the best 
explanation for this resemblance to entodermal 
pictures in ovarian cysts is that they consit of one- 
sided teratoma, and gives two examples in which 
cystadenoma was actually in contact with a so- 
called dermoid cyst of the ordinary ectodermal 
type containing hair. 

This view of RrpBeERT however, has not been 
very warmly received by the gynaecological patho- 
logists. KeRMAUNER argues that while terato- 
miata of single tissues are known, the best example 
being the type in which thyroid tissue only is 
present, the extraordinary rarity of these neo- 
plasms as compared with the great frequency of 
the pseudomucinous cystadenomata renders the 
explanation doubtful and other possibilities should 
be considered. 

WaLTuARD (Zischr. Geburtsh. 50: 567, 1903) 
suggested congenital cell displacements in the 
ovary, basing his assumption on serial sections of 
ovaries of newborn children and adults. He 
found in his material small areas of cylindrical 
or squamous epithelium, goblet cells and ciliated 
cells. This suggestion has also had adherents and 
opponents among the gynaecological pathologists. 
Some support for the idea is given by AKkaGI 
(Arch. Gynak, 134 : 390, 1928) who made a careful 
study of ovaries in children under twelve years. 
His paper contains a series of beautiful drawings 
of the different types of epithelium, small areas 
of which he found in the ovaries. 


However, KERMAUNER himself believes a third 
explanation is more probable, which is that, in as 
much as the superficial epithelium of the ovary, 
the lining of the peritoneal cavity and the epithe- 
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lial lining of the Muller’s duct are all derivatives 
of the ccelomic epithelium and as the epithelium 
of Muller’s duct can differentiate for unknown 
reasons into tubal epithelium, corpus and cervix 
epithe lium and vaginal epithelium and as_ the 
glands of the cervix show the same morphology 
and the capacity to secrete mucus which is 
observed in the cystadenomata of the ovary, there 
is no reason for a more complicated assumption 
than that of the epithelium of the cystadenomata 
is simply a special differentiation of the same 
type as occurs in the cervix. 


Granulosa-cell Tumors of the ovary 


After having studied the granuloss-cell ovarian 
tumours in the rich material of R. MEYER, (Berlin) 
Z. VON SZaTHMARY has found 9 examples of these 
tumors in the records of Budapest University. 
He describes these in details ,and points out that 
difficulties in diagnosis and nomenclature have 
frequently arisen owing to the somewhat widely 
differing histologic appearances of different tumors 
and in different parts of the same tumor. He 
combines his 9 cases with 33 reported from Meyer’s 
clinic by HaBBeE (see Abst. in Am, J. Cancer 15, 
3009, 1931) and 85 others collected from the 
literature, as a basis for a general discussion. 


Granulosa-cell tumors are mostly unilateral, 
usually in part cystic, with a smooth thin wall ; 
haemorrhages and necroses occur frequently in the 
center of the tumor. The tumors are of slow 
growth, rarely metastasize, and seldom give rise 
toadhesions. They occur at any age, occasionally 
in children, but in more than half the cases at ages 
over fifty years. Ameénorrhoea is reported in 
about half the patients of child-bearing age. 
About 85 per cent of the patients reported irre- 
gular bleeding following a period of amenorrhoea 
in the younger patients, or the memopause in 
older women. Glandular endometrial hyperplasia 
is found in the great majority of cases, probubly 
as a hormonic manifestation of the activity of the 
tumor cells, which have the same origin as _folli- 
cular epithelium. In two reported cases a positive 
Aschheim-Zondek reaction was given by the urine. 
There are fifteen illustrations. 


Epithelium-lined Blood Cysts of the Ovary 


E. S. J. Kina, (Australian & New Zealand J. 
Surg. 2; 348-359, 1933 :) gives a histological ac- 


count based on examination of 30 typical examples 
of bilateral ovarian endometrioma. He discusses 
the pathogenesis of these tumors and also of the 
second variety (luteal cyst) of epithelium-lined 
ovarian blood cyst, which is distinguished by being 
large and usually single, as compared with the 
multiple small endometrial cysts. The large 
single cysts are considered to be derived from the 
ovarian follicles either by way of the atretic 
follicles or corpora lutea. 


The author rejects various views that have 
been put forward regarding the origin of the multi- 
ple small epithelium lined blood cysts of the ovary. 
The terms which have been applied to these cysts 
by Buarr BELL (endometrioma) and by SAMPSON 
(endometriosis) emphasise the similarity of the 
epithelium of the cysts to that of the endcmetrium. 
“These names have arisen from the consideration 
of the epithelium to the exclusion of other com- 
ponents of the structure of the cysts.”” The author 
admits that the evidence for the theory, that these 
cysts arise from the serosa by metaplasia, seems 
in some cases convincing because of the occasional 
observation that the cyst epithelium may be traced 
into continuity with the serosal epithelium. He 
considers that Sampson’s view that the epithelium 
is actual endometrium which has been transplanted 
from the uterus to the ovary by way of the fallo- 
pian tubes or the veins”’ seems a priori an unlikely 
explanation”. There are seventeen illustrations. 


The Postpartum Kidney 


Henry W. E. Wattuer axn Ropert M, 
WILLovucusy, (Journal A. M. A., Dec. 16, 1983) 
believe that the delay in detecting renal infection 
complicating pregnancy is due to the patients 
feeling that such symptoms are part of the dis- 
comfort pregnant women must endure, while others 
purposely conceal their distress in fear that com- 
plaint will render them subject to additional suffer- 
ing by having to undergo instrumental investig- 
ation. The studies of Fotsom point to a possible 
lymphatic extension from the deep urethra in 
women to the kidney pelvis. During delivery, 
infected urethral glands are frequently trauma- 
tized. A resulting lymphangitis in the presence 
of pelvic. stasis could readily serve as a nidus for 
bacterial growth. Escherichia coli is the micro- 
organism most commonly observed in these patients 
and the staphylococcus group comes next in fre- 
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quency. Many ascending infections from the 
bladder originate from urinary retention after 
labour due to traumatism that the viscus sustains 
during labour. Of the postpartum urinary dis- 
turbances, 87.6 percent occurred in primiparae. 
The authors stress the fact that of all the drugs 
reccmmended for use in urinary infections, pyri- 
dium in doses of from 0.1 to 0.2 G. administered 
orally three times a day is superior to other drugs. 
Their conclusions are based on having adminis- 
tered the dye to some 3000 cases over a period 
of time sufficiently adequate to judge of its 
merit. Not alone docs pyridium retard bac- 
terial growth in the majority of cases but it 
invariably has a_ soothing effect on the bladder 
mucosa not experienced in other drugs. Of 610 
cases of pyelonephritis from a total of 42,000 
admissions, 58 or 2.4 per cent. occurred among 
the 2400 women admitted for delivery. Post- 
partum kidney infection was observed in thirty- 
six, or 1.5 per cent., of which twenty-one had 
temperature of 104°F or above when first seen, 
and twenty-four patients had pelvic stasis ; eleven 
in the right side, five in the left and eight in both 
sides. This state varied from 10 to 85 cc. Seven 
left the hospital with from 5 to 20 ce. of stasis ; 
twenty-seven were dismissed with no stasis. All 
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but three patients showed marked pyuria and 
bacteriuria or both ; twenty-eight showed Escher- 
ichia coli, while only three showed staphylococci. 
Seventeen patients left the hospital with some 
evidence of infection still present. Seventeen 
patients were discharged with normal urines. In 
thirty-two, lavage with 0.5 per cent. silver nitrate 
solution through a 7F, ureteral catheter was 
instilled after the stagnant urine had been aspir- 
ated from the pelvis of the kidney. From one to 
five such treatment at intervals of four days pro- 
ved most effective. Fourteen were treated with in- 
dwelling catheters usually of sizes from 7 to 9 F., 
the time allowed for the catheter to remain in 
place ranging from eighteen hours to two days, 
the time factor being determined by the amount 
of stasis and the tolerance of the individual. 
Thirteen patients were subjected to indwelling 
catheter drainage. This procedure aided mate- 
rially in shortening the convalescence. The 
average time required to relieve patients from fever 
was five days. The two fatalities in the series 
resulted from general sepsis. An analysis of their 
series re-aflirms the authors’ contention that 
indwelling ureteral catheters, when used judi- 
ciously cause no ill effects and in many instances 
unquestionably shorten the period of treatment. 


~ 
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[Items of news and notes of general interest to the profession 


for incorporation this 


section from the members 


of the profession will be greatly appreciateda—EDITOR] 


PROGRESS OF MATERNITY WORK IN BOMBAY 


CHAMANLAL MEHTA 
Bombay 


It will be in the fitness of things that we 
should aquaint you with what we were, how we 
have grappled with the difficulties in the struggle 
to improve the condition of the pregnant women, 
to provide them facilities for safe and comfortable 
delivery, and to reduce the maternal and fetal 
mortality in Bombay, and at the end of this strug- 
gle what we have been able to achieve till today. 
As far as the maternity work is concerned I think 
we are not behind any Presidency towns in India. 
Within the time of ten minutes allotted to me it 
will not be possible to do full justice to the sub- 
ject, but I shall try to present the history of our 
progress in the maternity work as briefly as I can. 
84 years ago in the year 1849 the foundation of 
the maternity structure was laid in Bombay by the 
Government providing 20 beds in a suit of room 
on the site of the present Parsi Hospital block in 
the J.J. Hospital compound. Professor of Obst. in 
the Grant Medical College was given the charge of 
these beds. It took another 43 years for the Gov- 
ernment to provide a suitable home for the mater- 
nity patients and in 1892 the present MoTLIBaAt 
Hosprrat was built by the help of private donation 
and the accommodation was increased to 40 beds. 
Today, even after the end of another 40 years the 
accommodation at the Motlibai Hospital has re- 
mained the same. It was for long time availed of 
by women of the lower classes for complicated 
labour only, but the sympathetic attitude and the 
hard work put in for the patients bythe staff have 
removed the dread of the Motlibai Hospital from 
the mind of women, who now resort to it willingly 
and in a great number. One feature of it being 
that the majority of women are drawn from the 
labour classes. The total number of confine- 
ments during the year 1932 had reached to 1,304. 


The middle classes whose means are always 
limited and whose income is too small to provide 
proper amenities for themselves, as a result of 
which the female body has become weak and 
fragile, but at the same time the pride of their 


heritage and the false sense of superiority over the 
labour classes were so great that they went on 
suffering all hardships rather than resort freely to 
the hospital along with the women of the labour 
classes. This relief was given to the middle classes 
to some extent by the Government starting in the 
year 1885 a temporary hospital at Khetwadi with 
24 beds and it was given in charge of a Lady 
Doctor. The next year in 1886 by the help of 
private donations the Cama Hospirat FOR WOMEN 
was built, and the Hospirat was shift- 
ed there. The numberof beds at the Cama was kept 
at 12 only. The chief features of this hospital 
being, the central site for the middle classes and 
an absolute management of women doctors it 
attracted to it the women of the middle classes. 
It is known to all of you the extent of supersti- 
tion, the prevalence of bad custom, the ignorance 
of the personal hygiene, and the dread of hospi- 
tals prevailing in women of all classes in those 
days and preventing them to take advantage of the 
amenities offered to them. It must have beea a 
very up hill task for the women doctors in charge 
of the Cama Hospital to work against all those 
difficulties and to attract to the Institution the 
women of middle classes and particularly those of 
the Purda Class, who because of their peculiar 
way of living kept very feeble health and needed 
utmost care for safe confinement. You will be 
surprised to know that the Cama Hospital has 
become the stronghold for the Purda Class 
Women, and with the demand from other women 
the accommodation had to be increased to 24 
beds in 1890, by constructing ALBLEss HosPITaL. 
The popularity of the Institution went on 
increasing and the staff was hard-pressed for 
more beds. In 1909, a new labour room was built 
which increased the accommodation to 45 beds. 
Within a stretch of fourteen years a separate 
septic ward with 22 beds was added. At present 
the total accommodation at Cama & ALBLESS 
Hosrirat is 55 including antinatal, 
observation and septic beds. Number of confine- 
ments have grown up from 1358 in 1926 to 2437 in 
1982. It is wholly and solely manned and 
managed by the women doctors and the progress 


| 


Vol. III No.9 


1 UIT No MEDICAL NOTES AND NEWS 407 
and the popularity of the Institution vivid- much appreciated that such homes 
ly present to us what hard work and sympathy went on multiplying, and in 1925 we had 


these women doctors must have put in to dispel 
the ignorance, prejudicies and apathies and to 
educate to the realization of the benefits of clean 
confinements. I think Cama Hospital has played 
a silent but very important part in the progress 
Bombay has been able to achieve. 


For the purposes of showing the statistics in 
detail, I have divided Bombay in two parts, one 
which I cal! the industrial area, resided by people 
employed as workers in the factories and compri- 
sing of area north of Byculla Bridge, and another 
part, the clerical area which is to the south of 
Byculla Bridge and mainly resided by the clerical 
population of Bombay, Both the Motlibai and the 
Cama Hospitals are situated in the clerical area. 


It was our old doctor Six Temutst NARIMAN 
whe realised the importance of the principle that 
it is a duty of every individual group of people 
te try to help themselves to supplement the efforts 
of the State for the necessities to the city. The 
honours go to him of being the first to start as 
early as 1887 a Maternity Home managed from and 
by a private charity. It has been called Parst 
Lyinc-1n Hospirat and reserved for the Parsis 
only. Some are treated free and ,ome are charged 
a small fee. The hospital has proved its value by 
the increasing number of beds which totalled 50 
in 1932. This spirit of private charity for particu- 
lar groups of the population did not progress till 
in 1910 the Lyrnc-1n Hospita. was 
opened by Dr. Mancatnas Menta. Since then 
the love for such charities has intensified and at 
the end of 1932 we have 18 such institutions ma- 
intaining 334 beds, about 31.2 per cent of the 
total maternity beds available in Bombay, and 
confined 3687 women in 1982. Out of this 315 are 
in the clerical area and the rest in the industrial. 
A majority of such homes are meant for a certa- 
in group of people and maintain some beds ab- 
solutely free and in some a small charge is levied. 

Whenever the charitable work is showing 
good results, there grows up the demand for that 
kind of work from the better classes, on payment 
So during the year 1910 beginning was made by 
doctors specialised as Obstetricians to start pay- 
ing Maternity Homes, The utility, importance and 
advantages of such homes to the class. of 
people who were above the charity deser- 
ving class but not sufliciently rich were so 


9 with accommodation for 87 beds, and in 1930, 
15 with 199 beds and in next two years the num- 
ber reached to 26 with 278 beds, about 26 per 
cent. of the total number of beds for 1932 and 
confined 2731 women. Thesc hospitals are mainly 
centered in the clerical areas andprovide facilities 
at a moderate charge. The lowest charge in such 
hospitals is Rs. 30/- for 10 days, Rs. 50/- for 10 
days being the usual. That charge includes 
the charges fcr confinement, nourishment, medi- 
eines, linen and bed for mother and baby, doctors’ 
fees and antinatal supervision for one an a half 
month previous to confinement. Extra charge 
being made only for operative work. Patients 
are registered at these homes during the eighth 
month onwards, and they are kept under constant 
supervision. Besides this by persanal contact 
with the patients and their relatives the educa- 
tional propaganda is carried on very success- 
fully by these homes. 


About the year 1911 Lavy WrILLIncpoNn 
launched a scheme for Maternity and Infant Wel- 
fare and collected money. From these funds she 
opened three Maternity Homes with about 30 beds 
for the benefit of the poor women. ‘These three 
homes were taken over by the Municipality in 
1920, and have since being managed by it. After 
the departure of Lady Willingdon Lapy Lioyp 
formed a committee for Infant Welfare work and 
with the money already collected started two 
centres in 1919. By 1920 Lady Lloyd with the 
help of her Committee was able to collet a 


sum of Rs. 15 lacs. This sum was made over 
to a corporate body called BomsBay 
PRESIDENCY INFANT WELFARE Society. 


The objects of the Society were to provide aid, 
assistance and advice to expectant mothers, to 
mothers in child bed and to mothers and all others 
in charge of the infants, such aid or assistance 
whether to infants or others, to include medical 
service, food, clothing, medicine and requisites. 
The Society is doing its best to fulfil these objects 
by opening Infant Welfare Centres where advice, 
Medicine, milk for the infants, are distributed free, 
and antivenerial treatment is given; opening 
Creches in the factory areas where babies are left 
by the mothers while going to work, to be cared 
for by the staff of the Creche and starting Mater- 
nity Homes and managing them with co-operation 
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of different interests in the city. It was the In- 
fant Welfare Society which first brought out that 
the industrial area of Bombay was hopelessly neg- 
lected, and needed immediate relief. It has been 
confining its activities to the industrial areas. 
They have seven centres opened by now. Three of 
them comprise of a complete unit having a Creche, 
infant welfare centre, a maternity home and anti- 
venerial clinic. These maternity homes have been 
started since 1928 and by the end of 1932 they 
maintained three homes with 66 beds, (6.2 per cent 
of the total beds) and confined, in 1932, 1307 
women. Besides these, they maintain a staff of 
District Nurses, whose duties are to go from 
house to house in the industrial areas and induce 
the pregnant women to take proper antinatal 
care, direct them to convenient hospitals for their 
coufinements, advise the mothers and guide them 
in nursing their infants in the best way possible. 


Our Municipality has been rather slow in 
supplving the amenities to the pregnant women. It 
was as late as 1920 that they took charge of the 
three homes, started by the Infant Welfare Society. 
Since then up to the end of 1932 the number of 
institutions for Maternity, managed by the Muni- 
cipality is gone to five with 134 beds i.e. 12.6 per 
cent of the total beds. Besides these the Muni- 
cipality maintains a few nurses who visit the preg- 
nant women in their houses for antinatal advice 
as well as confine them in their own houses, visit 
them during peurperium. 

It was about the year 1922 that the attention 
of the public was drawn to the fact that 55 to 60 
percent of women of all mill area migrated every 
year to their native places for confinement. The 
mortality in child bed among those women was 
bound to be great and expense and hardship in the 
process of temporary migration of this kind were 
too heavy on the working classes. Str Ness Wapta 
was approached and he agreed to finance a small 
maternity home in the industrial area as an experi- 
ment. Thus the NawRosJee Wapia METERNITY 
Home was started with 6 beds inthe year 1922ina 
hired flat in Parel. Within 6 months the number 
of beds had to be increased to 30 and an independ- 
ent house was needed. By the strenuous but sym- 
pathetic work of all connected with the institution 
and the co-operation of the mill jobbers the hospi- 
tal began to be pressed for more accommondation 
within a year’s time. In 1923 Sir Ness Wadia made 
an offerto Lorp Luoyp thethen Governor, to put 
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the Hospital-on a permanent basis. The offer was 
declined. In 1924 the offer was repeated to Sir Lesiie 
Wison and it was accepted and a scheme was 
adopted whereby Sir Ness Wapt made a magni- 
ficent donation of 6 lacs towards the cost of the 
building and equipment and made an endowment 
of Rs. 65,000/- annually towards the maintenance. 
The Government and the Municipality contributed 
equally towards the buildings and equipment and 
each contributed Rs. 35,000 annually towards the 
maintenance. The Board of Management consisted 
of representatives of the three parties and of the 
Mill-Owners Association. The present Wadia 
Hospital with its most magnificent buildings, up- 
to-date equipments, its own pathological, X-rays, 
outpatient and antinatal departments is the 
achievement of this scheme. It has an accommoada- 
tion of 150 beds confining 4320 in 1932. It main- 
tains its own ambulance car for the benefit of the 
patients taking advantage of the hospital. It isa 
hospital which any city will be proud to possess. 

So far I have narrated the progress of the 
different budies who have been maintaining Mate- 
nity beds. There is an organisation whose werk 
has greatly facilitated the success of the institutions 
mentioned above. That body is the NarionaL 
anp WEEK ORGANISATION. It 
started its activities in Bombay in 1924. It is 
purely propagandist, the object being to focus the 
public attention on everything abvut baby, their 
death rate, its causes and prevention, in what 
Way extraneous factorssuch as health ofthe parents, 
poverty, bad housing conditions, milk supply ete., 
affect the health of the baby and how far they 
could be remedied, by frequent lectures, exhibi- 
tions, dialogues, magic lanterns and cinema shows, 
health conferences, sanitary rounds ete., and thus 
create a favourable atmosphere, awaken public 
opinion to facilitate the work of starting permanent 
institutions like Health Associations, Infant Welfare 
Centres, Milk Supply Society and Maternity Homes. 
The activities of the organisation used to be an 
annual function of great intensity and fervour, 
but since 1929 they have changed that system and 
now carry on continuous and intensive propaganda 
in different parts of the city. They open small 
exhibition, arrange cinema shows, organise baby 
shows, conduct health volunteer classes, mothers’ 
eVening classes, arrange for training of village 
dais and maintain nurses to go round the district. 
This organisation has done a great deal to educate 
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the masses to take advantage of the amenities 
offered. 

After presenting you the history and progress 
of the various bodies helping the maternity work 
in Bombay, the question next arises what has been 
achieved for the people ? For the population of 
9 lacs in 1900, there were only 77 maternity beds, 
while in 1920 with the population of 11,75,000 or 
sO, there were 255 beds. During the next 12 vears 
1,067 beds are provided fora population of 11,61,000 
of these beds 789 are charity and semi-charity, 
while 278 beds are paying. The industrial area 
having 308 beds of which 301 are charity. Of the 
total available beds 775 are open to all classes, 
while 292 are reserved for particular groups. In 
1926 about 40.4 per cent of the total births took 
place in hospitals. In 1929, 52.9 per cent and in 
1930 this figure rose to 64.3 per cent. In 1932, 
67.9 per cent births were in the hospitals, and the 
figures of the nine months of thi. year show that 
the percentage of births in the ho-pital has reached 
to 76.6 per cent. 

Antinatal supervision is carried out by all 
maternity hospitals for cases registered for con- 
finement. The complications arising during the 
later months have been avoided and mortality 
from such complications have been avoided and 
mortality from such complications has been appre- 
ciably reduced. In the industrial area this super- 
Vision is commenced almost from the time of con- 
ception. One will be surprised to learn that ac- 
cording to our Municipal Reports the maternal 
deaths in F. & G. wards covering the main indus- 
trial area were only 47 out of the total maternal 
mortality of 194 in 1932. The population of 
F. & G. wards is about jrd of that of the city. 
It is poor and illiterate. : 

Our maternal mortality rate which as 21.6 
per one thousand births in 1920 was 11.3 in 1925, 
It has reached as low as 6.7 per one thousand 
in 1932. 

The fetal mortality under one year of age was 
424 per 1000 births in 1910. In 1925it came down 
to 356. in 1930 to 296 and in 1932 it has reached 
to 218. This is yet to high, it being 27.2 per cent 
of the total mortality of the city. To our regret 
the number of still births during the course of the 
last 8 years has steadily increased from 1786 in 
1926 to 2024 in 1932. 

Besides the Hospitals mentioned above, the 
Government are maintaining 14 maternity beds 
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at St. Georges Hospital. Some of them are free 
and some are paying. They are reserved for Euoro- 
pean and other Foreigners and for those Indians 
who have adopted European style of living. 

We have yet to achieve a great deal in the 
matter of maternal and infant welfare. During re- 
cent years the industrial area is being well attended 
to. Antinatal supervision is beiag extended even 
to their own residence. The working women are 
given maternity benefits by their employers. Yet 
their housing and sufficient diet and nursing prob- 
lems are still awaiting attention. In the clerical 
area Which harbvurs a big mass of middle classes 
the women are hard hit. Their income remain 
small, social expenditures have to be provided for, 
high rent for rooms insufficiently ventilated and 
of small dimensions leave very little to properly 
feed themselves aad their children. I think babies 
born of women of this class do not inherite en- 
ough vitality at birth and though they survive 
the castastrophies at birth, they succumb easily 
during the first year of their life Provision for an 
efficient antinatal care for the clerical area in the 
early months of pregnancy is urgently required. 
Centres for the free supply of milk for the infants 
and for educati-n on proper guidance in bringing 
up the babies are non-existant in this area. It is 
essential that a good co-operation of the people, 
the general partitioners and the hospitals is re- 
quired to achieve the object. 

I have to thank Dr. Nerurkar, the Health 
Officer for his willing and prompt help in prepara- 
tion of the statistics in this paper and to those 
who returned the questionaire sent out by me for 
informations. 


Classification of Management of various Hospitals 
with the number of beds 


Govern Munici Private I. W. Wadia Pay- 


Year. ment. pal. Chari Soc. hospi- ing. 
ty. tal. 

No. Beds No. Beds No. Beds No». Beds No. Beds No. Beds 
1887 2 52 .. ee 
1900 2 65 is 
1910 2 87 2 18 

1922 
1920 2107 3 30 4 538 6 6 G4 
1928 1927 
1925 2 107 3 30 8 124 4 120 7 87 
19380 2 105 4 121 138 272 1 141 150 15 199 
1982 2 105 5 134 18 334 3 66 1 150 26 278 
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Classification of Maternity beds Fetal Mortality 
Sant Year. 1000 total F. 
Year. Charity. charity. Paying Total 
1910 8253 424 
1887 52 12 64 | 1920 10896 552 
1900 65 12 77 | 1925 356 22.6 1786 2193 
1910 97 28 34 159 | 1997 316 24.8 1780 2281 
1920 142 48 64 254 | 1930 296 27.2 2013 2142 
1925 191 70 87 348 | 1932 6298 218 27.2 2024 2111 
1930 468 195 199 862 1933 6322 297 
1932 552.237 278 | sent. 
Maternal Mortality 
General Communal ma, Total Per 1000 Per 1000 
Year. Beds Beds mortality births popnlation 
1887 52 12 1910 145 7.27 14 
1900 62 12 1920 427 21.6 .36 
1910 96 28 1925 249 11.3 .20 
1920 206 48 1926 271 11.9 .20 
1925 278 70 1927 194 8.2 10 
/ 193 629 2338 1930 189 6.9 a0 
1932 "75 292 1932 194 6.7 20 
1933 150 7.06 
3 quarter. 


Number and percentage of Confinements at Hospitals 


No. of Confinements at various groups of hospitals 


No. of Births °% of Births Group 1927 1930 1932 
Total No- at at —- 
__ Year. births. Hospitals. Hospitals | Charity :— 
Government .. 2683 3646 3741 
1926 28068 8528 40.4 Municipal -- 2005 3197 3032 
1927 21685 10488 47.5 Infant Welfare 
1928 24017 1272 52.9 Society ne 6 300 1307 
1929 24220 14225 58.7 N. M. Wadia .. 2835 4110 4320 
1930 25329 16291 64.3 
1931 27204 18237 67.0 Total -. 7043 11253 12400 
1932 28894 19633 67.9 Private Charity - 1705 2598 3687 
19338 21244 16299 76.6 Paying Hospitals -- 1443 2084 2731 
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TEACHING FACILITIES IN OBSTETRICS AND 
GYNAECOLOGY IN BOMBAY FOR STUDENTS, 


POST GRADUATES AND NURSES 
H. D, DESA M.D., F.C.P.Ss. 


The practice of midwifery must have existed! 
after the creation of world and Adam and Evé 
and therefore may be claimed as a primitive art 
of the medical science. To trace the evolution of 
this art in Bombay to the present day would be an 
impossible task. If we go into the history of an- 
cient primitive medicine of the Egyptian, Sume- 
rian, Oriental, Greek and Roman medicine we find 
that the art of midwifery was entirely delegated 
to the wise women. As the Hebrews attained the 
highest amongst the Oriental people in Hygiene, 
so the ancient Hindus excelled all other nations in 
operative surgery. During the Brahminical period 
800 B.C., medicine was entirely inthe hands of the 
Brahmin priests and schyvlars and the center of 
medical education was at Benares. Indian and 
Ceylonese hospitals existed as early as 368 B. C. 
Charak, Samhita (2nd Century), the Sushruta 
(5th Century) and Wagbhatta (7th Century) 
were the greatest physicians and surgeons. 
But while in medicine and _ surgery a host 
of specialists came forward to exhibit their skill 
midwifery was handed over to women specialists 
and no attempt seems to have been made by the 
male doctors to practise it, evidently because of 
the inferior position allotted to women and the 
little demand for medical and surgical relief from 
the lay public. Midwifery was the monopoly of 
women and Susha, Vishkila, Sinivati, Gangu, 
Kahu, Saraswati, Ammati, Savitri and others 
were the first obstetricians of the Ayurvedic 
names to conjure with, who by their skill, 
technic and successs secured a mention of their 
names in Atharva Veda. Obstetrics remained 
the birthright of women until the advent of the 
Western system of medicine. But what was the 
status of midwifery in the West in the early 
centuries ? So far as the history of medicine 
tells us it was, if not inferior, not in any way 
superior to that of the East. 


The advent of Western system of medicine in 
India was in the 16th century. Early in that 
century during the Portugese era the various fleets 
that periodically sailed from Lisbon to the East 
brought with them their compliment of physicians 
and surgeons to attend the sick in their tedious 
Many of them practised medicine on 


voyages. 
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their arrival in India. Soon after the conquest of 
Goa the Portugese founded the Misericordia 
De Goa in 1522. It consisted of an orphanage, 
a sanatorium and the hospital. The Mia, as it was 
called, had wards for males, females, maidens and 
orphans and it is probable that difficult obstretic 
cases were treated in the female wards, and local 
women were trained as nurses. In 1660 the first 
lord of Bombay was a well known Portuguese 
physician, Carcia de Horta. He was a leading 
botanist of his time and wrote exhaustively on 
Indian plants and their theraputic uses. He 
practised Western medicine in Bombay. Whether 
they practised midwifery or not it is not definitely 
known. With the advent of the East India Co., 
British physicians came to Bombay and to im- 
part the western medical education to the natives 
of India the Grant Medical College was opened in 
1845. But in 1842 a medical school of western 
medicine already existed in India and that is the 
Goa Medical School. This is the oldest medical 
school in India. This school has produced 
able physicians and several of them distinguished 
themselves on the continent and good few were 
the leading physicians in Bombay in the latter part 
of the 19th Century. They were known as Firangi 
doctors. The first professor of midwifery of the 
Grant medical College was Dr. Peel in 1849. 
The maternity wards consisted of a suit of rooms 
in a cottage in the J. J. Hospital compound. 


The questions in midwifery in the first examin- 
ation were as follows : 

1. With reference to the development of the 
ovum describe the maternal and foetal membranes, 
the office they perform and the period and manner 
in which they eventually leave the uterus. 


2. What are the signs of pregnancy, the 
changes it produces on the system and the relative 
certainty and uncertainty of the diagnosis ? 

8. Describe the progress of labour and the 
duties an obstetrician has to perform from the 
commencement of the first stage until the termin- 
ation of the third. 

Ordinary though they appear now, they 
demand from the candidate a sound and 
practical knowledge of the routine practice of 
midwifery. On the 15th day of March of the year 
1892 the Bai Motlibai Obstetric Hospital and Sir 
Dinsha Manekji Petit Hospital for women and 
children were opened, and this day marks the ad- 
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vance midwifery in Bombay. The hospital with 
40 beds very soon became popular and all abnormal 
maternity cases of Bombay and the suburbs were 
brought to the Bai Motlibai. The Cama Hospital 
for women, a popular hospital. came into existence 
in 1886. In 1916 the college and the hospitals 
were overcrowded by students. Though the ad- 
missions of maternity cases at the Bai Motlibai 
came upto 2000 a year the students could not get 
the prescribed number of labour cases. In this 
connection the General Medical Council came with 
their impositions and found fault with the teaching 
of midwifery. Arrangements had then to be made 
for students to conduct the labour cases at Muni- 
cipal maternity homes and private maternity hos- 
pitals. The lady students were then sent to Cama 
Hospitals to conduct their labour cases. But these 
arrangements soon proved unsatisfactory to the 
students. With the organisation of the Bombay 
Medical Relief the maternity homes increased in 
number and the hospital accommodation in Bom- 
bay gradually increased. The infant welfare came 
into existence and several centres all over Bombay 
looked after the sanitary and hygienic conditions 
of the expectant mothers and their babies. 

The 22nd day of January 1926 is aday which 
will always be remembered in the history of medi- 
cine in Bombay, the day on which the Gordhan- 
das Sunderdas Medical College and the K. E.. M. 
Hospital were opened to the Indian students, 
staffed solely by Indian teachers. But very soon 
the princely donation of Sir N. S. Wadia brought 
into existence oppposite to our college a grand 
and up-to-date maternity hospital on the 13th day 
of December 1926 with provision of 150 beds, the 


MEDICAL NOTES AND NEWS 


hospital which been rightly called the 
Rotunda of the East. Over 4000 patients are ad- 
mitted to this hospital for confinement every 
year. We have now ample provision for the training 
in midwifery for the nurses, undergraduates and 
post-graduates. There are the Cama Hospital 
with 55 beds, the J. J. Hospital with 40 beds and 
the Wadia Maternity Hospital with 150 beds,that 
is 245 beds all for the training of midwifery 
students and nurses. The teaching staff is well 
organised and all facilities for bedside teaching 
are now available. The students have no diffi- 
culty in completing their 20 and more of obstetric 
cases under the direct supervision and instruction 
of trained and qualified demonstrators and they 
have a large member of clinical lectures and practi- 
cal classes by the professors at the antenatal, 
natal and post-natal clinics. The nurses can 
now conduct very many cases and many of them 
manage to get as far as 60 labour cases before they 
appear for their examinations. 


The post-graduate training has been very 
much encouraged. Every post-graduate at the 
Wadia Maternity, and I understand at the Cama 
Hospital also, is given a certain number of beds to 
follow up the cases and treat them under the 
direction of the R. M. O. and his respectiv chief. 
They are made to perform obstetric operations 
under the direction of the R. M. O. and their 
chief, facilities and training perhaps better than 
what are available in many British Universities. 
A retrospective survey of the evolution of mid- 
wifery in Bombay is evident in the two question 
papers before you that of 1848 and of 1933. 
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